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Newer Trends in the Treatment of 


Old Congenital Dislocations of the Hip 


JULIUS HASS, M.D., F.I.C.S. 
NEW YORK CITY, NEW YORK 


reduction treatment of congenital dis- 

location of the hip are limited. Gener- 
ally, the upper age limit for closed reduc- 
tion in cases of unilateral dislocation is 
the end of the sixth year, and in cases of 
bilateral dislocation the end of the fifth 
year. Open reduction likewise has its age 
limits ; indeed, Colonna,! one of the leading 
exponents of open reduction, has stated 
that his operation is not suitable after the 
age of 10 years for unilateral dislocation 
or after the age of 8 years for bilateral 
dislocation. 

Beyond these age limits, the difficulties 
of treatment multiply rapidly and after 
puberty may become insurmountable. Re- 
duction of the femoral head into the ace- 
tabulum may be difficult owing to shorten- 


[: is well known that the indications for 
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ing of the soft parts, but failure of the 
treatment may follow even successful re- 
duction because of secondary changes in 
the acetabulum, which has been inhibited 
in its growth and with progressive disor- 
ganization may finally become wholly use- 
less for functional adaptation. 

The treatment of old congenital dislo- 
lation of the hip in adults, therefore, 
presents a difficult problem. It should be 
emphasized, however, that active interven- 
tion is not necessary in all cases. In some, 
the dislocated femoral head has achieved 
so favorable an apposition to the wall of 
the pelvis, in the form of a highly de- 
veloped secondary acetabulum, that the 
hip gives rise to only slight difficulty. In 
the majority, however, serious symptoms 
develop, such as pain, fatigue on walking, 
a marked limping gait and a hideously 
deformed body. 

The evolutionary development of arthro- 
plastic procedures in recent years has 
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Fig. 1—The author’s method of subtrochanteric 
osteotomy for old congenital dislocation of the hip. 
A, lateral view, showing an interlocking osteoto- 
my produced by formation of a triangular plug 
and slot in the outer surface of the femoral shaft 
beneath the lesser trochanter. B, anterior view, 
showing the divided femur and the lesser tro- 
chanter displaced into the acetabulum. 


attempted to cope with these forms of con- 
genital hip dislocation, in order to afford 
relief from pain and disability. 
Arthroplasties. — In 1948, Smith-Peter- 
sen’ reported 40 cases, including 10 cases 
of bilateral dislocation, in which his vital- 
lium mould arthroplasty was employed. 
The youngest patient was 13 years old, 
the oldest 60. Smith-Petersen was appar- 
ently most satisfied with his results. He 
attributed his success chiefly to the mesial 
transplantation of the femoral head into 
a new and deep acetabulum. “This results 
in stability and improved muscular lever- 
age so that the Trendelenburg sign is 
markedly diminished.” Further informa- 
tion on this interesting report is missing 
and unfortunately no more available. 
Law,* an ardent advocate of Smith- 
Petersen’s mould arthroplasty, reviewed 
his own series of 16 cases after vitallium 
arthroplasty for congenital dislocation of 
the hip; in 4 of these the arthroplasty was 
bilateral. The average age at the time of 
operation was 34% years and the follow-up 
period two to six years. Postoperative 


dislocation occurred twice and postopera- 
tive sepsis once. In 1 case a revision of 
the arthroplasty was necessary in order to 
secure a better relation between the mould 
and the new joint surfaces. In another, 
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absorption of the femoral head within the 
mould necessitated reoperation. In his 
series, however, the acquired range of 
movement and the improvement in gait 
and posture placed the results among the 
most satisfactory in arthroplasty. 


In the same year, Bickel and Babb‘ of 
the Mayo Clinic reported 10 cases, includ- 
ing 2 of bilateral dislocations, in which 
cup arthroplasty was used. The results 
were evaluated as very good in 20 per cent, 
good in 60 per cent, and only fair in 20 
per cent. The age of the patients was not 
given. 

In an end-result study from the New 
York Orthopedic Dispensary and Hospital, 
Stinchfield and Carroll’ (1949) reported 
that 5 of 45 vitallium-cup arthroplasties 
had been performed for congenital dislo- 
cation of the hip. The average age of the 
patients was 23.9 years, The results were 
regarded as satisfactory in only 3 cases. 
In the other 2, the patients required a 
revision of the arthroplasty, 1 after five 
years and the other after two years. 


A newer prospect in the treatment of 
old congenital dislocation of the hip has 
been offered by the brothers Judet® (1950), 
who replace the femoral head by an acrylic 
prosthesis. In a series of 400 patients 
operated upon for various hip disabilities, 
such as osteoarthritis and ununited frac- 
tures of the neck of the femur, there were 
108 adult patients with congenital dislo- 
cations of the hip, including 31 cases of 
subluxation and 77 cases of complete dis- 
location (43 cases of anterior dislocation 
and 34 cases of posterior dislocation). A 
review of the results after a lapse of five 
years revealed good results in 30.7 per 
cent of anterior dislocations and in 35.7 
per cent of posterior dislocations. Fair 
results were obtained in 53.8 per cent of 
anterior and 35.7 per cent of posterior 
dislocations. Results were poor in 15.3 per 
cent of anterior dislocations and in 28.5 
per cent of posterior dislocations. Both 
movement and stability were frequently 
improved, but results as regards the limp- 
ing gait were disappointing. 

The Judets emphasize the undue tension 
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in the blood vessels, nerves and muscles 
observed by them in their earlier attempts 
to form the new joint as near as possible 
to the normal site. They had 2 cases of 
paralysis of the femoral nerve and 1 of 
paralysis of the sciatic nerve. They are 
now less ambitious and are satisfied with 
reaming out the socket as far forward as 
possible under the iliac spine, in order to 
correct the lumbar lordosis. If the iliac 
bone is not thick enough at this site to 
permit sufficient depth of the socket, they 
deliberately perforate the ilium and pack 
bone fragments around the new acetabu- 
lum to form a shelflike socket. 

A most valuable analysis of results fol- 
lowing arthroplasty for congenital dislo- 
cation of the hip in adults was presented 
by D’Aubigne® (1952), who used both 
Smith-Petersen’s vitallium mould arthro- 
plasty and Judet’s acrylic head replace- 
ment. His study is based on 32 operations 
performed on 28 patients. All were over 
18 years of age. There were complete dis- 
locations in all cases (in 1 case one hip 
was completely dislocated, the opposite hip 
subluxated). The dislocation was anterior 
in 6 cases, high posterior in 18 and inter- 
mediate in 8. Operation was recommended 
only for patients showing severe functional 
disability. Smith-Petersen’s vitallium cup 
was employed in 16 cases and Judet’s acryl- 
ic head in 13, the latter method being 
particularly useful when the head and neck 
of the femur were small and atrophic. Re- 
duction was sometimes accomplished with 
surprising ease in young patients, but was 
difficult or impossible in the aged and those 
in whom arthritic changes had taken place. 
Redislocation occurred in 7 cases, and 
sciatic pain was observed in 6, but no pa- 
ralysis of the femoral or sciatic nerve was 
encountered. 

Results can be assessed only for the first 
14 operations, on 12 patients performed 
before January 1950. Of these, 4 showed 
very good results; 6 patients with 8 opera- 
tions showed good results, and in 2 pa- 
tients the results were poor. Mobility was 
greatly reduced in a number of cases. The 
formation of a shelf to correct the sloping 
roof of the acetabulum probably increases 
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rigidity of the joint. Some of the anatomic 
results, as shown in the roentgenograms, 
are impressive. However, D’Aubigné ad- 
mits that, even when the roentgen appear- 
ance of the hip is almost normal, the func- 
tional result may be imperfect. 

In order to overcome the obstacles to re- 
duction and to avoid the risks involved in 
forced reduction, an attempt. was made to 
relieve the tension of the great thigh mus- 
cles by shortening the femur. 

Arthroplasty with Shortening of the Fe- 
mur.—This method was first described by 
Hey Groves* in 1927. In his operation, a 
segment of the femoral shaft about 2 
inches (5 cm.) long is removed below the 
lesser trochanter. With this shortening of 
the femur, the head can be brought down 
until it is on.a level with the acetabulum. 
After the socket has been deepened, the 
head can be reduced into it. The ends of 
the femur fragments are then united over 
a bone peg. 

Mercer,’ who tested this method, found 
that, in spite of the removal of a large 
section of the femur, it was still no easy 
matter to reduce the head into the acetabu- 
lum, and that extensive denudation of the 
upper fragment was required to permit 
adequate mobilization of the central frag- 
ment. 

In the following year (1928), Swett,!° 
quite independently, employed a similar 
method of open reduction and shortening 
of the femur. He performed an oblique 
osteotomy below the lesser trochanter, per- 
mitting the fragments to overlap. Seven 
hips were operated upon in 5 patients, the 
oldest patient being 14 years of age. The 
results were equivocal. 

The method of femoral shortening was 
recently adopted by Farill.!' In his opera- 
tion the bone fragments are united by an 
intramedullary nail. His series consisted 
of 9 patients with operations performed 
on 12 hips. He expressed great enthu- 
siasm about results in children under 6 
years of age, but thus far he does not 
recommend the operation for older pa- 
tients. 

D’Aubigné, in the publication aforemen- 
tioned, showed the roentgenogram of a 
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Fig. 2.—A, congenital dislocation of the right hip (luxatio supracotyloidea) in a woman aged 32. 
B, same patient two years after operation. There is excellent pelvic support at the site of the 
acetabulum; patient has freedom from pain and full range of motion. 


patient aged 19, in whose case a cup arth- 
roplasty was combined with a diaphyseal 
resection and nailing of the fragments. 
Ten months later there was no pain and 
only a slight limp. 

A somewhat different method has been 
described by Zahradnicek.!* In his opera- 
tion a trapezoid-shaped resection of the 
femoral neck is carried out, which shortens 
the femur and simultaneously corrects 
both the coxa vara and the anteversion. 

Leveuf!* has used a technic similar to 
that of Zahradnicek in a series of 95 dis- 
locations, 81 in children between 3 and 15 


670 


years of age, and 14 in persons between 
15 and 33. A fair reduction was obtained 
in 77 per cent of the young patients and 
in 13 of the 14 adults. In the 1 patient 
with a poor result, necrosis of the femoral 
head developed. In contrast to the good 
anatomic results, mobility was poor in all 
13 cases. “In other words, there was not 
a single satisfactory result.” 

From these reports one may conclude 
that the method of shortening the femur, 
although ingenious in its conception, has 
thus far failed to yield satisfactory results 
in adults. 
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COMMENT 


In reviewing the current reports on ar- 
throplasty, one may say that considerable 
advance has been made in recent years, 
and that Smith-Petersen’s vitallium mould 
arthroplasty and Judet’s acrylic head re- 
placement both signify an important step 
forward, not only for all forms of arthritis 
of the hip, but also for old congenital dis- 
locations thereof. But, with all due admi- 
ration for these conquests of operative 
technic, the fact remains that favorable 
results were obtained only in a limited 
number of cases. Even the results of arth- 
roplasty with shortening of the femur fall 
short of what the surgeons had expected 
to accomplish. Redislocations due to the 
muscular tension that persists after re- 
duction are not uncommon, In this respect, 
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the mould arthroplasty with its movable 
cup is particularly exposed to displace- 
ment. In other cases there may be a 
tendency to stiffness occurring as a result 
of continuous intraarticular pressure or 
bone proliferation around the femoral 
neck. In the presence of a high dislocation 
with marked shortening of the soft parts, 
there is also considerable risk of injury to 
the femoral or the sciatic nerve, owing 
to protracted forced reduction. This seri- 
ous complication was encountered by Judet 
and D’Aubigné and is in accordance with 
the empiric knowledge of all orthopedic 
surgeons of the past who dared trespass 
beyond the accepted age limits. Whether 
the newer surgical approach will change 
this picture in the future remains ques- 
tionable. 

I am convinced that complications and 


Fig, 3.—A, congenital dislocation of the right hip (luxatio iliaca) in a woman aged 28. B, same 

patient eight years after operation. The lesser trochanter had been drawn downward by prelimi- 

nary skeletal traction and, after an interlocking osteotomy, was displaced into the acetabulum. The 
functional result was perfect. 
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poor results following arthroplasty will be 
avoided only when the indications for arth- 
roplasty for old congenital hip dislocations 
are clarified and the limitations of the 
procedure well defined. 

First of all, in analyzing the competent 
factors in the problem, one should keep in 
mind the specific anatomic relaticn be- 
tween the femoral head and the acetabu- 
lum in the presence of such a dislocation. 
In contrast with the general picture in 
other hip disabilities, such as osteoarthri- 
tis, for which arthroplasties were first de- 
signed, the chief problem in treating con- 
genital dislocation is the displacement of 
the femoral head, with all its associated 
features, particularly the lack of stability. 
Therefore any rational treatment in these 
cases should have the fundamental objec- 
tive of establishing a pelvic support at the 
site of the original acetabulum. Failure to 
accomplish this will inevitably be followed 
by functional insufficiency of the hip, a 
limping gait and instability. 

The efficiency of arthroplasty for old 
congenital dislocations of the hip, no mat- 
ter what method is employed, depends upon 
two main factors: (1) whether the fe- 
moral head can be successfully brought 
down without undue force to the site of 
the original acetabulum or close to its level, 
and (2) whether the bone mass at the site 
of the new acetabulum is thick enough to 
permit sufficient deepening of the socket. 

With these points in mind, it is evident 
that arthroplasty is not suitable in all 
cases, but only in those in which there is 
minor displacement, i. e., for subluxation 
and for supracotyloid dislocation.* Judet’s 
method may prove superior to the cup 
arthroplasty in all cases in which the fe- 


*To indicate pcsition I prefer, instead of “anterior,” 


“intermediate” and ‘“‘pesterior,”” the more accurate terms 


“supracotyloid,” “‘supracotyloid and iliac,” and “‘iliac’’ dis- 
location. 
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moral head is too large or too small, or is 
markedly deformed and degenerated. The 
use of an acrylic head will also require a 
smaller cavity than that provided by a 
vitallium cup filling part of the socket. 

For irreducible supracotyloid disloca- 
tions and for all iliac dislocations, how- 
ever, there remains, in the present state 
of surgical knowledge, only one method for 
consideration, namely, subtrochanteric os- 
teotomy. 

Subtrochanteric Osteotomies.—As early 
as 1894, Kirmisson'! had suggested sub- 
trochanteric osteotomy for the treatment 
of old irreducible hip dislocations, leaving 
unanswered, however, the question as to 
whether, and at what site, the pelvis was 
to be supported. Kirmisson had in mind 
only the prevention of the adduction con- 
tracture and lumbar hyperlordosis so con- 
stantly associated with the old congenital 
dislocations. Subsequently, subtrochanteric 
osteotomies were also employed by other 
orthopedists. Since the results were not 
entirely satisfactory, this method gained 
no general recognition and gradually 
passed into disuse. 

Lorenz (1919) deserves credit for 
being the first to perform, intentionally, a 
subtrochanteric osteotomy in such a man- 
ner as to provide a bony support for the 
pelvis at the site of the acetabulum, instead 
of suspension by muscles and ligaments 
during weight-bearing. According to the 
method of Lorenz, which he chose to desig- 
nate as “bifurcation,” an oblique osteotomy 
is performed with the proximal] end of the 
distal fragment below the lesser trochan- 
ter. The ends of the fragment are displaced 
so that the upper end of the distal frag- 
ment lies in the site of the acetabulum. 

At the same time, von Baeyer"® also rec- 
ommended a _ subtrochanteric osteotomy 
for support of the pelvis in the region of 
the acetabulum, in which, however, the 


Fig. 4. (opposite) —A, bilateral congenital dislocation in a girl aged 16 (luxatio supracotyloidea et 
iliaca). The patient complained of severe pain and had marked disability. B, same patient ten years 


after operation. There is excellent pelvic support on both sides. The patient is free from pain, walks 

without a limp and has full range of motion except for slight limitation of adduction. (Note the in- 

creased density of the shaft, indicating that weight-bearing takes place at the site of the acetabulum 
and is transmitted to the lesser trochanter and femoral shaft.) 
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principal emphasis was placed on the ten- 
sion of the pelvitrochanteric muscles after 
satisfactory change in position. 

Whereas the Lorenz bifurcation and von 
Baeyer’s osteotomy sought to support the 
pelvis at the physiologic location, i. e., the 
site of the acetabulum, this was not the 
aim of the “low” osteotomy suggested later 
(1922) by Schanz.'" In the latter procedure 
the osteotomy is carried out at the level of 
the ischial tuberosity ; object is to control 
the Trendelenburg phenomenon and thus 
improve the gait by apposition of the medi- 
al angle of the osteotomy against the 
lateral pelvic wall. The support of the 
pelvis in the Schanz osteotomy is not di- 
rect but oblique, and there results a glid- 
ing mechanism that provides only ques- 
tionable security. The patients that I have 
had occasion to observe after they had un- 
dergone a Schanz osteotomy also displayed 
a severe degree of genu valgum, so that in 
some instances I was obliged to perform a 
“repeat” osteotomy to restore at least the 
preoperative status. 

The Lorenz and von Baeyer methods also 
encountered many opponents, Their ob- 
jections were concerned chiefly with the 
pain and diminished mobility that seemed 
to follow these operations. It was assumed 
that the bone spike formed by the upper 
end of the osteotomized shaft and directed 
against the acetabulum was the cause of 
the pain and limited mobility. 

These objections led me!® in 1943 to 
modify the subtrochanteric osteotomy by 
displacing the lesser trochanter into the 
acetabulum as the point of support and 
transposing the osteotomized shaft of the 
femur beneath the lower end of the upper 
fragment. The lesser trochanter, because 
of its round smooth surface, presents a 
most suitable substitute for the head of 
the femur, being capable of restoring sta- 
bility to the hip and at the same time in- 
suring freedom from pain and adequate 
mobility. 

Operative Technic.— The technic has 
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been recorded in previous articles, but has 
now been improved and is significant 
enough to warrant restating. 

The patient is placed on the operating 
table in the supine position, so that the 
side of the hip is readily approachable. 
Through a longitudinal incision, 4 or 5 
inches (10 to 12.5 cm.) below the greater 
trochanter, the lateral subtrochanteric as- 
pect of the femur is exposed. The incision 
is carried down through the periosteum, 
which is stripped and retracted with the 
muscles. An interlocking osteotomy is then 
performed just below the lesser trochanter. 
This is accomplished by forming a triangu- 
lar plug and a slot on the outer surface of 
the femur, to prevent sliding of the frag- 
ments and to insure solid bony union at 
the site of the osteotomy (Fig. 1). To 
facilitate this procedure, drill holes are 
placed to mark the corners of the triangle 
on the outer surface of the femur. Division 
is then carried out by cutting the triangu- 
lar plug and transverse division of the 
inner cortex of the shaft with a narrow 
osteotome. 

After the osteotomy is completed, and 
while the leg is gently abducted with one 
hand, the thumb of the other hand is 
pressed against the lower end of the upper 
fragment. In this manner, the whole upper 
fragment is adducted and the lesser tro- 
chanter directed toward the original ace- 
tabulum. No slipping is possible, since the 
two fragments are interlocked (Fig. 2). 
In some cases, in which there is a very 
high iliac position, it may be necessary to 
bring the lesser trochanter down to the 
level of the acetabulum by preliminary 
skeletal traction (Fig. 3). 

The postoperative angle of abduction 
at the site of the osteotomy should not 
exceed 40 to 50 degrees in cases of wuni- 
lateral dislocation, which can be readily 
compensated for by the pelvic tilt. For 
bilateral dislocation, however, special cau- 
tion must be used in the abduction because 
of the possible difficulty in bringing 


Fig. 5 (opposite)—A, bilateral congenital dislocation in a woman 41 years of age. There is unequal 

position on both sides (luxatio supracotyloidea et iliaca on the left side and luxatio iliaca on the right 

side). The patient had severe pain and was almost totally disabled. B, same patient two years after 
operation. She is free from pain, walks without a limp and has sufficient range of motion. 
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the legs into parallel alignment after the 
osteotomy. In these cases the abduction 
angulation should be limited to 30 or 40 
degrees (Fig. 4). On the other hand, if 
the dislocation is bilateral, the pelvis is 
checked on both sides by the thrust of the 
lesser trochanters, so that less abduction 
is required than when it is unilateral. 
Particular difficulties may be encountered 
with bilateral dislocations in which the 
position is wnequal; for example, with a 
supracotyloid position on one side and an 
iliac position on the other. As a rule, the 
higher up and the farther laterally re- 
moved the lesser trochanter is from the 
acetabulum, the more abduction will be 
necessary to bring the lesser trochanter 
closer to the acetabulum (Fig. 5). Since 
the dislocated head in the iliac position is 
posterior, the osteotomy angle should also 
be directed posteriorly to a slight degree. 
Thus the fragments form an angle open- 
ing outward and slightly backward. With 
regard to rotation, a slight inward rota- 
tion of about 10 degrees is advisable in 
order to compensate for a postoperative 
tendency toward outward rotation. In any 
case, the degree of angulation is the most 
delicate part of the procedure and should 
be carefully calculated preoperatively, and 
checked by roentgenograms during opera- 
tion. The wound is then closed, and a long 
plaster spica is applied, extending from 
the toes to the axillae. 

In almost all cases, a preliminary sub- 
cutaneous adductor tenotomy is necessary 
to overcome the adduction contracture as- 
sociated with old congenital hip disloca- 
tions, in order to prevent loss of the ab- 
duction angle after the operation. Eight 
weeks after the operation the knee is 
freed and metal hinges are incorporated 
in the cast on both sides of the knee, 
so that the joint may be flexed. As a 
rule, bony union at the site of the oste- 
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otomy is sufficiently solid after three 
months to permit removal of the plaster 
and the resumption of weight bearing. 

In recent times, internal fixation by 
means of a Moore-Blount blade-plate has 
been used to secure the angulation and to 
avoid the use of a plaster cast (Fig. 6). 

In cases of the bilateral condition it is 
advisable to perform the operation on one 
side first, and then on the other sid2 
after a lapse of three to four weeks. In 
1 case, however, the entire bilateral opera- 
tion was completed in one stage. 

To avoid any disturbance of growth, the 
operation should not be performed on chil- 
dren before puberty. 

End Results—In 1943 I reported a 
series of 18 cases in which this method 
was used. Subsequently this number was 
increased by 7 additional cases, a total of 
25, including 8 cases of bilateral disloca- 
tion. Twenty-one of the patients were fe- 
male and 4 were male. The age of the pa- 
tients at the time of operation ranged from 
16 to 46 years, the average age being 32. 
At present, all have been observed for 
more than five years. 

The end results are as follows: In the 
great majority of cases, i. e., in about 80 
per cent, the results are good, and of these, 
50 per cent are very good. The pathologic 
hyperlordosis disappeared. The patients 
are free from pain, the Trendelenburg sign 
is negative, and the limp is scarcely notice- 
able. All patients have an adequate range 
of motion. In 20 per cent of the cases 
the results are less favorable, but in no 
case is the condition worse than it was 
prior to operation. The failures are at- 
tributed to faulty position of the frag- 
ments, to excessive abduction, or to post- 
operative loss of angulation. They could 
be traced to technical errors during the 
operation or to too early weight bearing. 


Fig. 6. (opposite) —A, bilateral congenital dislocation of the hip in a man 35 years of age (supra- 
cotyloid position on the left side and iliac position on the right). The patient had severe pain and was 
unable to walk. He had marked limitation of motion due to arthritic changes in the secondary acetabu- 
lum. B, same patient three years after operation. An interlocking osteotomy was performed, and a 
Moore-Blount blade plate was used to secure the postoperative angulation and to avoid application of 
a plaster cast. There is limitation of motion on both sides, due to arthritic changes present before 


operation, but the patient walks well and has full relief from pain. 
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COMMENT 


It will be appreciated that the method 
here described relies for its success largely 
upon the fact that the lesser trochanter, 
as the new point of support, is established 
at the physiologic site of the pelvis, i. e., 
the acetabulum. Through this new pont 
of support the weight-bearing thrust is 
shifted from the dislocated and unstable 
femoral head to the lesser trochanter and 
the shaft of the femur. This is demon- 
strable in postoperative roentgenograms, 
which show an increased density of the 
shaft, while the proximal fragment is 
markedly atrophic. 

Significantly, the results are best when 
the aim of the method, i. e., the adjust- 
ment of the lesser trochanter in the ace- 
tabulum, is completely achieved. In those 
cases in which, owing to faulty technic, 
the lesser trochanter makes contact at 
some other point of the pelvis, either too 
high or too low, the results are less satis- 
factory. 

Certainly also the transposition of the 
point of support toward the midline plays 
an important role and is one of the reasons 
of increased stability. 

One advantage of the method is that it 
is not concerned with any eventual de- 
formities of the femoral head or neck 
(coxa vara, coxa valga, and anteversion), 
since the head and neck of the femur are 
practically excluded from weight bearing. 

To what extent the musculature is im- 
plicated in the success of this method is 
difficult to say. One must, however, as- 
sume that lowering of the greater tro- 
chanter increases tension on the pelvitro- 
chanteric muscles. This compensates to 
some degree for their relative insufficiency, 
enables them to improve their function as 
pelvic elevators and tends to counteract 
the Trendelenburg phenomenon. 

It must be emphasized that relatively 
free mobility of the hips is retained in the 
great majority of cases. This is attribu- 
table to the round and smooth point of the 
support and to the fact that the proximal 
lever of the rotatory system is very short 
and can therefore easily follow the move- 
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ments of the leg in any direction. Only 
adduction is reduced slightly, but this is 
practically of no importance. As a matter 
of fact, the postoperative degree of mo- 
bility depends entirely upon the preopera- 
tive degree of mobility of the femoral 
head. If the head, as is usually the case in 
patients with congenital hip dislocation, 
was freely movable preoperatively, the 
postoperative mobility should be perfect. 
If, on the other hand, the femoral head was 
fixed in a secondary acetabulum by arthri- 
tic changes, mobility after the operation 
will be limited. 

Indications.—On the basis of my experi- 
ence, the following factors would favor the 
choice of this osteotomy: (1) bilateral in- 
volvement; (2) marked displacement that 
cannot be reduced by any means or can- 
not be maintained in position without un- 
due tension; (3) deformities of the fe- 
moral head and neck, such as coxa vara, 
coxa valga, and anteversion, and (4) 
patients who cannot be expected to be 
sufficiently cooperative to tolerate the ex- 
tensive procedure of arthroplasty and to 
perform the necessary exercises after 
arthroplasty has been carried out. 


SUMMARY 


Treatment of congenital dislocations of 
the hip in adults presents a difficult prob- 
lem. Recent advances in arthroplastic pro- 
cedures have attempted to cover this type 
of condition. Satisfactory results were 
obtained in only a limited number of 
cases; in others the results were disap- 
pointing and equivocal. Even arthroplasty, 
with shortening of the femoral shaft, has 
thus far failed to yield successful results. 

Obviously, arthroplasty is suitable for 
old congenital dislocations with minor dis- 
placement, in which the femoral head can 
be brought down with safety to the level 
of the original acetabulum and can be 
maintained there without tension or pres- 
sure. This means that arthroplasty is re- 
served for subluxations and supracotyloid 
dislocations. 

For patients with iliac displacement 
(luxatio supracotyloidea et iliaca and luxa- 
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tio iliaca) the author’s method of subtro- 
chanteric osteotomy, with adjustment of 
the lesser trochanter in the acetabulum, 
affords the best promise of success. 

The method is also indicated in cases in 
which the femoral head and neck show 
extensive deformity. 

Twenty-five patients with old congenital 
dislocations of the hip, ranging from 16 
to 46 years of age, have been treated by 
this method. All were followed for more 
than five years. 

It can be stated, on the basis of the 
author’s experience, that this method is not 
only the simplest and safest procedure but 
offers the most satisfactory functional re- 
sults when performed correctly. 


RESUME 


La dislocation congénitale de la hanche 
de l’adulte présente un probléme épineux. 
La chirurgie orthopédique n’a pas réussi 
a corriger cette difformité malgré ]’arthro- 
plastie, raccourcissement de la tige fémo- 
rale. Ce procédé n’a d’usage que pour les 
vieilles dislocations quand la téte du fémur 
peut descendre au niveau normal de |’ace- 
tabulum et s’y fixer sans tension. Les 
patients présentant un déplacement de 
Viliaque peuvent par le procédé de I’auteur, 
l’ostéotomie subtrochantérienne avec mise 
en place du trochanter, trouver un excellent 
soulagement L’auteur rapporte 25 cas a 
l’appui suivis depuis 5 ans et plus. 


ZUSAM MENFASSUNG 


Die Behandlung angeborener Hiiftge- 
lenksverrenkungen stellt ein schwieriges 
Problem dar. Man hat versucht, der Er- 
krankung durch Ausniitzung neuer Fort- 
schritte auf dem Gebiete der Gelenkplastik 
Herr zu werden. Befriedigende Ergebnisse 
wurden aber nur in einer begrenzten Zahl 
von Fallen erzielt; andere wiesen ent- 
tiuschende und zweideutige Resultate auf. 
Sogar die mit Verkiirzung des Ober- 
schenkelschaftes verbundene Gelenkplas- 
tik hat bisher versagt. 

Offenbar eignet sich die Gelenkplastik 
fiir Falle von alten angeborenen Luxation- 
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en mit Verlagerungen geringen Grades, wo 
der Oberschenklkopf mit Sicherheit zum 
Niveau der urspriinglichen Gelenkpfanne 
heruntergebracht und dort unter Vermei- 
dung von Druck oder Spannung gehalten 
werden kann. Mit anderen Worten: die 
Anwendung der Gelenkplastik bleibt auf 
Subluxationen und auf supraazetabulare 
Verrenkungen beschrankt. 

In Fallen mit Verlagerung des Kopfes 
in die Gegend der Hiiftbeinschaufel (Lux- 
atio supracotyloidea et iliaca und Luxatio 
iliaca) ist die Methode des Verfassers, 
d. h. die subtrochantére Osteotomie mit 
Einpflanzung des kleinen Trochanters in 
das Azetabulum, das meistversprechende 
Verfahren. 

Dieses eignet sich auch fiir Kranke mit 
hochgradigen Entstellungen des Ober- 
schenkelkopfes und—halses. 

25 Patienten mit angeborenen Hiiftge- 
lenksverrenkungen im Alter von 16 bis 40 
Jahren wurden auf diese Weise behandelt 
und samtlich fiir mehr als fiinf Jahre 
weiter beobachtet. 

Die Erfahrungen des Verfassers gestat- 
ten die Feststellung, dass sein Methode 
nicht nur das einfachste und sicherste Ver- 
fahren darstellt, sondern, wenn richtig 
ausgefiihrt, auch die meist befriedigenden 
funktionellen Ergebnisse zeitigt. 


RIASSUNTO 


Il trattamento della lussazione congenita 
dell’anca, negli adulti, presenta un difficile 
problema. Recenti progressi nella tecnica 
della artroplastica hanno tentato di ovvi- 
are a questa condizione. Solo in un numero 
limitato di casi i risultati furono soddis- 
facenti; negli altri non si ottenne gran 
che. Perfino l’artroplastica, con accorvia- 
mento della diafisi femorale, é cosi difetto- 
sa, nella sua tecnica, da non garantire 
alecun buon esito. 

Ovviamente |’artroplastica é invece in- 
dicata nelle lussazioni congenite antiche in 
cui lo spostamento é minore e la testa del 
femore pud essere rimessa, con sicurezza, 
nell’acetabolo originale e li mantenuta 
senza tensione o pressione. Cid significa 
che l’artroplastica é riservata alle forme 
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di sublussazione e alle forme di lussazione 
sopracotiloidea. 

Nei pazienti con lussazione iliaca (lus- 
sazione sopracotiloidea e iliaca e lussazione 
iliaca) i] metodo proposto dagli Autori di 
osteotomia subtrocanterica con sistema- 
zione del piccolo trocantere nell’acetabolo, 
é quello che promette i migliori risultati. 

Il metodo é anche indicato in quei casi 
in cui la testa del femore ed il collo pre- 
sentino deformita gravi. 

Con tal metodo sono stati trattati 25 
pazienti affetti da lussazione congenita 
dell’anca, di eta variabile dai 16 ai 40 anni. 
Tutt vennero controllati per pit di 5 anni. 

Si pud quindi stabilire, sulla base delle 
esperienze compiute dagli Autori che ques- 
to metodo é@ non solo il pitt semplice ed il 
pit sicuro ma offre anche, se praticato in 
modo corretto, le migliori garanzie per 
una soddisfacente ripresa funzionale. 


RESUMEN 


E] tratamiento de las dislocaciones con- 
génitas de la cadera en el adulto presenta 
un problema dificil. Los adelantos reci- 
entes en los procedimientos artroplasticos 
han tendido a cubrir este tipo de padeci- 
miento. Solamente en un ntimero limitado 
de casos se obtienen resultados satisfac- 
torios; en otros, los resultados fueron de- 
salentadores y equivocos. Aun la artro- 
plastia con acortamiento de la diafisis fe- 
moral ha fallado. 


Obviamente, la arroplastia es adecuada ~ 


para las dislocaciones congénitas viejas 
con desplazamientos minimos, en las cuales 
la cabeza femoral puede ser llevada hacia 
abajo con seguridad, al nivel del acetabu- 
lum original y puede ser mantenida alli sin 
tensién 6 presién. Este medio artroplastico 
se reserva para las subluxaciones y dis- 
locaciones supracotiloideas. 

En pacientes con desplazamiento iliaco 
(luxaci6n supracotiloidea e iliaca y luxa- 
cién iliaca), e] método del autor de osteo- 
tomia substrocantérea, con adjuste del tro- 
canter menor en el acetabulum, ofrece 
buenas perspectivas de éxito. 

E] método se encuentra indicado tam- 
bién en los casos en los que la cabeza y 
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cuello femoral muestran una deformidad 
extensa. 

Se han tratado por este método veinti- 
cinco pacientes con dislocaciones de la 
cadera, variando de 16 a 40 afos de edad. 
Todos ellos fueron seguidos por mas de 
cinco anos. 

Puede establecerse de acuerdo con la 
experiencia del autor, que este método no 
solamente es el mas sencillo, sino el que 
ofrece los resultados funcionales mas sat- 
isfactorios cuando se lleva a cabo correcta- 
mente. 
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damaged by trauma, disease, or de- 
velopmental defects has always pre- 
sented a difficult problem to the surgeon. 
The production of a great variety of 
plastics with properties suitable for im- 
plantation in the human body has provided 
one solution to this problem. 
Polyethylene, the plastic that has been 
used most frequently, is employed by the 
neurosurgeon to fashion skull plates! and 
dura covers;? by the orthopedic surgeon 
for tendon sheaths ;* by the thoracic sur- 
geon for pleural fill;* by the cardiovascu- 
lar surgeon for blood vessel transplanta- 
tion ;° and by the plastic surgeon for facial 
surgery.® 
Since pericardial tissue, obtained by re- 
section, is sometimes used to provide 
autogenous tissue for certain cardioplas- 
tic procedures, we have considered our- 
selves justified in searching for a plastic 
material to serve as a pericardial substi- 
tute. Vinyon cloth is a synthetic material 
that has already been used successfully to 
bridge arterial defects.? This material was 
selected for the experiment to be reported. 


Materials and Methods.—Vinyon H H 
Staple is a synthetic fiber spun from a 
solution of co-polymerized vinyl] chloride 
and vinyl acetate. It is as strong when 
wet as when dry. The fiber is actually 
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Replacement of the Pericardium 


Experimental Work with Vinyon H H Staple in Dogs 
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water-repellent. Mold and fungi do not 
grow on it easily. It softens at tempera- 
tures of 125 to 140 F. and melts at 275 
to 300 F. It cannot be sterilized, there- 
fore, by boiling or autoclaving. : 
Sixteen mongrel dogs ranging in weight 
from 6 to 15 Kg. were used. They were 
anesthetized intravenously, with nembu- 
tal, the dose being 1 cc. per kilogram of 
body weight. They were intubated and 
the tube connected to a pneophore respi- 
rator. The left hemithorax was entered 
through the fifth interspace. The lung 
was retracted posteriorly, and 10 cc. of 
1 per cent procaine hydrochloride was in- 
jected intrapericardially. The left phrenic 
nerve was separated from the pericardium 
and retracted posteriorly. The pericardi- 
um on the left side was resected widely, 
from the great vessels of the heart to the 
diaphragmatic pleura. A piece of vinyon 
approximately the same size as the re- 
sected pericardium was cut. It was then 
sutured to the remaining pericardium 
with continuous or interrupted sutures or 
both, of No. 000 cotton. The lungs were 
reexpanded and the chest closed. 
Results——There was only 1 death due 
to a technical error. The vinyon prosthe- 
sis was cut too small and as a result was 
too tight around the heart. The dog died 
a short time after closure of the chest be- 
cause of cardiac tamponade. The 15 that 
survived were killed at intervals ranging 
from seven hours to six months after the 
operation. No pleural or pericardial effu- 
sion was observed in any of them. The 
vinyon on its internal surface had become 
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Fig. 1.—Section taken through vinyon graft which was loosely adherent to 
surrounding structures, showing threadlike strands of vinyon with leukocytic 
infiltration, some cell débris and occasional strands of fibrin. (Taken twenty- 


adherent to the epicardium, while on the 
external surface it had been partially 
covered by pericardial fat and had be- 
come adherent to the lung. The adhesions 
to the lung could not be separated with- 
out tearing the latter; however, the ad- 
hesions to the epicardium could be sepa- 
rated with relative ease in every instance. 
Microscopic Examination.—The grafts 
from the animals which had been killed 
were examined microscopically at inter- 
vals. The following changes were noted: 
Seven Hours: Fibrinopurulent pericar- 
ditis was present, with focal fat necrosis 
of the epicardium adjacent to the vinyon. 
The strands of vinyon were plainly visible. 
Twenty-Four Hours: The picture was 
essentially the same as that at seven 
hours, although there appeared to be more 
polymorphonuclear neutrophils and less 
fibrin on the pericardium. The vinyon was 
easily identified. 
One Week: Atelectasis of the lung was 
present, and this organ had become ad- 
herent to the epicardium. An abundance 


four hours after the operation; x 1000). 


of granulation tissue was present in the 
areas of adhesion. Although the vinyon 
fibers were present, they were not so ob- 
vious as they had been previously. A 
moderate degree of coronary arteriosclero- 
sis was also noted in this animal. 

Two Weeks: At this time there was less 
inflammatory reaction in the fat. Around 
the great vessels, however, a few phago- 
cytes and some cellular fibrous tissue were 
noted. The vinyon fibers were present, 
with much less reaction, and blended in 
some areas with fat and connective tissue, 
thus becoming difficult to identify. 

Three Weeks: An atelectatic lung again 
was adherent to the epicardium, with 
slightly less granulation tissue than had 
been seen previously, and there were some 
foreign body giant cells. Again, the viny- 
on merged with necrotic and viable fat, 
making identification at times difficult. 

One Month: The sections showed essen- 
tially the same changes as those noted at 
three weeks. 

Two Months: The granulation tissue 
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Fig. 2.—The picture at one week has changed, with pro- 
liferation of granulation tissue surrounding the vinyon fibers. 


was decreased, and more mature fibrous 
tissue was present. 


Six Months: A large amount of hya- 
linized fibrous tissue was seen, but focal 
foreign body reaction and abscesses were 
present in the epicardial area. Vinyon 
fibers were seen with difficulty in the 
foreign body granulomas and were visu- 
alized best with polarized light. 


COMMENT 


The tissue reaction to the vinyon peri- 
cardial graft (beginning at seven hours 
and extending through six months) con- 
sisted first (at seven hours) in the pro- 
duction of a fibrinopurulent type of exu- 
date surrounding the graft material, 
which changed in approximately one week 
by a process of organization, resulting in 


abundant granulation tissue adhesions 
and atelectasis of lung tissue, which be- 
came adherent to the pericardium. The 
adhesions remained throughout the course 
of the microscopic studies. After two 
weeks the inflammatory reaction began to 
subside and a more mature type of fibrous 
tissue was seen. At this time phagocytes 
and foreign body giant cells became more 
numerous than before. In three to four 
weeks the fibrous tissue became definitely 
more mature, with much less granulation 
tissue, and at six months large amounts 
of hyalinized fibrous tissue were present, 
but even at this age foci of collections of 
foreign body giant cells were noted and 
an occasional abscess, apparently of a 
sterile type, was seen. The vinyon fibers 
at this age appeared to have undergone 
some degenerative change, so that they 
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COSTAS-DURIEUX ET AL: REPLACEMENT OF PERICARDIUM 


Fig. 3.—At two weeks, the inflammatory reaction in the granulation tissue has 

subsided to a marked extent, with proliferation of more mature fibrous con- 

nective tissue. Vinyon fibers are visible in the middle lower portion of the 
picture, while in the upper right portion epicardial fat can be noted. 


were identified microscopically with some 
difficulty. This difficulty, however, could 
be overcome easily by the use of polarized 
light. 


SUMMARY 


Vinyon, a co-polymer of vinyl chloride 
and vinyl] acetate, appears to be well toler- 
ated by living tissues. It has been used 
as a pericardial substitute in a series of 
dogs. At intervals during a period begin- 
ning at seven hours and ending at six 
months, its reaction in the tissues was 
observed and was definitely shown to be 
benign. 


RESUME 


Le Vinyon semble bien toléré par les 
tissus. Son usage a été expérimenté chez 
les chiens pour une période de temps vari- 
ant de 7 heures a six mois, 


ZUSAM MENFASSUNG 


Vinyon, eine co-polymere Verbindung 
von salzsaurem und essigsaurem Vinyl, 
wird vom lebenden Gewebe offenbar gut 
vertragen. Es ist an einer Reihe von 
Hunden als Herzbeutelersatz angewandt 
worden. Seine Reaktion auf das Gewebe 
wurde in gewissen Zeitabstanden inner- 
halb eines Zeitraums von sieben Stunden 
bis sechs Monate nach der Operation beo- 
bachtet und erwies sich mit Bestimmtheit 
als harmlos. 


RESUMEN 


El Vinién, un coapolimero del cloruro 
vinilico y el acetato vinilico, parece ser 
bien tolerado por los tejidos vivientes. Ha 
sido usado como un substituto del peri- 
cardio en una serie de perros. Durante un 
periodo que empieza a las siete horas y 
termina a los seis meses, se observ reac- 
cién tisular y fué definitivamente benigna. 
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.—At six months, the vinyon is seen in the left upper 


middle and lower portions of the picture, together with myo- 
cardium to the left, and to the right are dense bands of 


RIASSUNTO 


Il Vinyon, un polimero del cloruro e 
dell’acetato di vinile, é ben tollerato dai 
tessuti. E’ stato usato in luogo del peri- 
cardio in una series di cavie; le reazioni 
provocate nei tessuti furono osservate du- 
rante periodi da 7 ore a 6 mesi e furono 
trovate decisamente benigne. 
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Acute Mesenteric Arterial Occlusion: 


Restoration of Blood Flow by Embolectomy 


ALAN A. KLASS, M.D., F.R.C.S. (EDIN.), F.R.C.S. (Canada) 
WINNIPEG, CANADA 


stem of the superior mesenteric ar- 

tery ultimately leads to gangrene 
of a major portion of the bowel. This 
portion consists of all the jejunum and 
ileum (with the exception of the proximal 
18 inches [45.7 cm.] of jejunum) and the 
proximal half of the large bowel (Fig. 
1A). 

Up to the present time the universal 
surgical teaching has been that gangrene 
must be accepted as inevitable in all cases 
of such occlusion and that the only surgi- 
cal treatment is resection of this very 
large segment of the intestinal tract. The 
result is far from satisfactory. Patients 
who have withstood this heroic procedure 
are rare enough to exist as surgical 
curiosities. Meyer! and Musgrove? have 
reported 2 such cases. Ficarra*® stated 
that 554 cases had been reported up to 
1944, in only 32 of which resection was 
successful—a mortality rate of 94 per cent. 

Although the removal of intra-arterial 
obstructions with successful reestablish- 
ment of blood flow is an accepted basis of 
vascular surgery, this procedure has not 
been generally attempted in cases of occlu- 
sion of the superior mesenteric artery. 
Possibly this is the price of surgical spe- 
cialization. Vascular surgeons are not 
called to an “acute abdominal emergency,” 
and abdominal surgeons are not vascular 
surgeons, either by training or by outlook. 

Before change can be accepted from the 
current procedure of massive bowel re- 
section toward removal of the obstructing 
element within the superior mesenteric ar- 


ot the occlusion of the main 
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tery, certain fundamental questions need 
to be answered. 

First, can the circulation in the superior 
mesenteric artery and its branches be re- 
stored by removal of the obstructing 
thrombus? 

Second, can the viability of the bowel 
wall be maintained by the procedure? 

Third, since there must be a point in 
time at which irreversible cellular changes 
take place (in spite of the restoration of 
arterial flow), what is the critical period 
within which this procedure is likely to 
succeed ? 

Two cases in which embolectomy was 
performed, both ending in postmortem ex- 
amination*, are here presented as an at- 
tempt to find answers to these questions. 
The problem of whether the obstructing 
element within the vessel is a true em- 
bolus, cast down from elsewhere, or a 
thrombus formed in situ is not pertinent 
to this presentation and unimportant to 
immediate surgical treatment. The term 
“embolectomy” is here used to indicate 
the surgical removal of an obstructing in- 
tra-arterial plug, whatever its source may 
be. 

REPORT OF CASES 


CASE 1.—This case, previously reported in 
detail, was that of an actively employed car- 
penter aged 64 with a compensated auricular 
fibrillation. He was first seen by my colleague 
Dr. E. H. Brotman two hours after the onset 
of symptoms pointing to an acute abdominal 
catastrophe and correctly diagnosed as occlu- 
sion of the superior mesenteric artery. Opera- 
tion fourteen hours after the onset revealed 
no flow of blood in the superior mesenteric 
artery or in any of its tributaries. This was 
proved by an incision into a bloodless vessel 
2 em. distal to its origin from the aorta. The 
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Fig. 1—A, preoperative condition in Case 1. Dense black area represents part of main stem and 

branches of superior mesenteric artery occluded by the obstructing agent; shaded area, portion of 

vessel deprived of actual blood. B, preoperative condition in Case 2. Obstructing element much 

smaller than in Case 1, but same portion of bowel affected. No evidence of collateral flow, despite 
the fact that no main branch of artery (superior mesenteric) was occupied by clot. 


obstructing mass was located just at the in- 
cision, and a plug about 6 cm. long was re- 
moved (Fig. 14). An immediate gush of blood 
indicated that the obstruction was relieved. 
The opening in the vessel was closed. Post- 
operative management included the adminis- 
tration of papaverine and heparin. 

Bowel sounds were active twenty-four hours 
after the operation, and the patient had a 
normal bowel movement at forty-eight hours. 
Twelve hours after this hopeful event, acute 
myocardial failure developed, with pulmonary 
edema, and he died. 

Autopsy revealed that the immediate cause 
of death was the acute pulmonary edema re- 
sulting from myocardial failure. It was es- 
tablished, however, that the bowel was via- 
ble—an important point. The bowel wall at 
no area showed any gangrenous ulcerative 
changes. Dissection of the superior mesenteric 
artery and its branches revealed that the su- 
tured area was healing normally and that no 
occlusion now existed at this point or in any 


other portion of the vessel. 

CASE 2.—The patient, a woman aged 67, was 
under outpatient care for auricular fibrillation 
and diabetes mellitus. She was first seen eight 
hours after the sudden onset of symptoms re- 
sulting from an occlusion of the superior 
mesenteric artery, and her condition was cor- 
rectly diagnosed by the surgical resident, Dr. 
William McLean. Operation twelve hours after 
the beginning of symptoms revealed obstruc- 
tion of the main stem of the superior mesen- 
teric artery (Fig. 1B). An incision into the 
artery 3 cm. below its point of origin opened 
into an empty vessel. An obstructing plug 
about 2 em. long (Fig. 2) was removed from 
the interior of the vessel just proximal to the 
incision, and a brisk flow of blood immediately 
followed. The vessel was sutured, and the 
patient returned to bed. 

Postoperative treatment included control of 
the diabetes plus the administration of hepa- 
rin. During the first twenty-four hours the 
patient was given a total of 23,000 units of 
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Fig. 2.—Gross and microscopic photographs of specimen removed in Case 2. The 
microscopic view ( X 50) reveals a typical laminated antemortem thrombus. 
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Fig. 3.—Chart of age groups involved. The diag- 
nosis of acute mesenteric occlusion is fairly 
sharply confined to an age group beyond 50 suf- 
fering from known cardiovascular disease. As to 
predisposing factors, in a total of 60 cases cardio- 
vascular disease was a factor in 52 and post- 
operative complications in 7. In the remaining 
ease no data are available (After Johnson and 
Bagenstass”). 


heparin, and at the end of the first postopera- 
tive day the clotting time was just over one 
hour. Eighteen hours after the operation, 
active bowel sounds could be easily heard, and 
her general condition appeared satisfactory. 
Forty-eight hours after the operation she 
showed increasing pallor and weakness; her 
blood pressure began to drop, and she died 
fifty-six hours after the operation. 

Postmortem examination revealed that 
death was due to massive intraperitoneal hem- 
orrhage (about 4,000 cc. of unclotted blood), 
complicated by recent bleeding into the lower 
left bronchus, with atelectasis of the corre- 
sponding part of the lung. Examination of 
the superior mesenteric artery and _ its 
branches showed that the incised portion was 
secure against leakage and was healing nor- 
mally and that no obstruction was present in 
either the main stem of the artery or any of 
its tributaries. The bowel wall was entirely 
normal. Nowhere was there any discoloration, 
nor did the mucosa show any evidence of ne- 
crosis or ulceration. Gross and microscopic 
studies of the liver showed no evidence of 
hepatitis. 

The fatal postoperative intraperitoneal hem- 
orrhage had come from mesenteric veins that 
had been cut in the dissection necessary to ex- 
pose the superior mesenteric artery during 
the operation. 
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If one can accept each procedure with 
a detached scientific attitude, as an at- 
tempt to reestablish blood flow in a pre- 
viously obstructed artery, both operations 
were successful in this unhappily limited 
sense. In each case postmortem studies 
revealed that the bowel was normal and in 
a condition consistent with survival. In 
the first case the bowel had been totally 
deprived of blood supply for fourteen 
hours; in the second case, for twelve hours. 
In both cases the superior mesenteric 
artery and its branches remained patent 
after removal of the obstructing lesion. 

Death in Case 1 was due to myocardial 
failure and in all probability was unavoid- 
able. 

In Case 2, on the other hand, death was 
due to massive intraperitoneal hemor- 
rhage, was probably avoidable, and de- 
mands critical review. Two factors prob- 
ably caused the lethal hemorrhage: 

1. Exposure of the superior mesenteric 
artery was made by dissecting through 
the mesentery of the small bowel until the 
right colic branch was isolated and then 
along this vessel through the fatty tissue 
of the root of the mesentery until the su- 
perior mesenteric artery was cleared up 
to its point of emergence from the aorta. 
Numerous veins and smaller mesenteric 
arterioles were inevitably cut across dur- 
ing this dissection. It was, however, not 
sufficiently appreciated at the time of dis- 
section that these veins and lesser arteries, 
by reason of the occlusion of the parent 
trunk, were bloodless. No special effort 
was made, in anticipation of a restored 
local circulation, to insure that the entire 
area of dissection was rendered secure 
against hemorrhage. This technical error 
was without doubt mainly responsible for 
the lethal hemorrhage. 

2. Heparin was used in four hourly in- 
jections, and a total of 47,000 units was 
administered in the entire postoperative 
period of fifty-six hours. At one of the 
tests, the clotting time was in excess of 
one hour. There is no doubt that the nor- 
mal tendency of veins and arterioles to a 
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natural arrest of hemorrhage by clotting 
was viciated by the use of heparin. Con- 
tinued intraperitoneal bleeding and ter- 
mina] intrabronchial hemorrhage were the 
results. 

Practical Considerations.—If embolecto- 
my is ever to be performed successfully in 
the presence of occlusion of the main stem 
of the superior mesenteric artery, certain 
basic requirements must be fulfilled. Of 
these the most important is early diagno- 
sis. There is no doubt that the fourteen- 
hour period of arrested flow must be close 
to the “point of no return” and cannot 
be exceeded with safety. 

The early diagnosis is dependent on 
awareness of the clear-cut syndrome that 
indicates mesenteric vascular occlusion. 
A review of several postmortem series by 
Johnson and Bagenstoss’ indicates that in 
52 of 60 cases (87 per cent) the condition 
occurred in patients with obvious preex- 
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isting cardiovascular disease and that in a 
further 7 of the 60 (11 per cent) it was 
a catastrophe occurring in the immediate 
period following various operations. Thus, 
if these two groups are combined, namely, 
the patients with cardiovascular disease 
and the patients in whom occlusion de- 
veloped postoperatively, about 98 per cent 
of cases of mesenteric arterial occlusion 
are defined. To narrow the area of diagno- 
sis further, there is a sharply limited age 
incidence, with a very sharp rise after the 
age of 50 (Fig. 3). If these two factors— 
preexistent cardiovascular disease and age 
incidence—are coupled, the early diagnosis 
should not present great difficulty. 

The clinical factors are also clearly out- 
lined. The onset of symptoms is sudden 
and dominated by severe abdominal pain 
and collapse. If within the next few hours 
there are loose, small, bloody bowel move- 
ments, diagnosis can be made with cer- 


Fig. 4.—A, an early flat abdominal roentgenogram taken in a case of mesenteric arterial occlusion 

(Case 2), showing no deviation from the normal. B, a flat roentgenogram in a case of late mesenteric 

arterial occlusion. The marked distention and ladder pattern are indications of irreversible gan- 
grene of the bowel. 
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tainty. 

There are, however certain, pitfalls in 
the early stages. Abdominal examination 
is almost completely disarming. The ab- 
dominal wall is not tense but often doughy 
and soft; tenderness is moderate and dif- 
fuse, and there is no distention. 

A flat roentgenogram of the abdomen 
is read by competent roentgenologists as 
“negative.” I have suspected that the early 
films show less than the “normal” amount 
of gas in the small bowel (Fig. 4A) and 
seem to have a “ground glass” appearance, 
but these are points difficult to prove. 
Suffice it to say that in the early stages 
the “scout film” of the abdomen is read as 
“negative.” It is only in the later prelethal 
stages of irreversible bowel changes lead- 
ing to gangrene that distention and a 
ladder pattern are seen in the coils of the 
small bowel (Fig. 4B). 

It is important to emphasize these early 
observations. In these days of frequent, 
nearly routine, use of intestinal intubation 
for almost all conditions labeled as “in- 
testinal obstruction” the victim of mesen- 
teric obstruction can be easily carried past 
the few critical hours of reversible bowel 
changes to the stage of inevitable gan- 
grene. 

A further point deserving emphasis is 
that when the peritoneal cavity is entered 
in the early stage of main stem occlusion 
the bowel looks deceptively normal, The 
color is not far removed from what is 
natural. It is not blue or particularly 
cyanosed. In some cases it may be “off 
pink,” but no more so than when the 
anesthetist is having difficulty with an 
inadequate airway. Furthermore, there 
is no distention whatever. Slight auto- 
matic movement of the bowel wall may 
be seen—not enough to constitute a 
definite peristaltic wave but representing 
rather incoordinate segmental contrac- 


tions of smooth muscle. These observations 
should be accepted as entirely consistent 
with early complete superior mesenteric 
arterial occlusion, and if no pulsations 
can be felt in the mesentery, in the pres- 
ence of a definite clinical history, the right 
colic artery should be exposed without 
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hesitation and traced to the superior mes- 
enteric artery, where proof of the diagno- 
sis will finally rest. 


CONCLUSIONS 


From observations made in the 2 cases 
here reported it seems reasonable to draw 
the following conclusions: 

1. Circulation in the superior mesenteric 
artery and its branches can be restored 
by removal of an obstructing thrombus. 

2. Circulation within the bowel wall 
compatible with continuing viability can 
be assured by this procedure. 

3. The bowel wall can survive total dep- 
rivation of blood for a period of fourteen 
hours. Nothing can be said with reference 
to survival beyond this time limit, but 
parallel experience with muscle tissue gen- 
erally would indicate that it cannot safely 
be exceeded. 

4. During the operation, particular care 
should be taken to secure arrest of hemor- 
rhage, which may occur only after restora- 
tion of mesenteric blood flow. This applies 
in particular to the dissection of mesen- 
teric fat that is necessary to expose the 
superior mesenteric artery. 

5. The postoperative use of heparin 
should be avoided. Sufficient reliance can 
be placed on flow velocity in an artery to 
prevent reformation of a thrombus at the 
site of the incision into the vessel. 


Author’s Note: I am indebted to Dr. John 
Gemmell and his staff for control of the diabetic 
state both before and after operation in Case 2. 

The postmortem studies and microscopic sec- 
tions of surgical specimens in both cases were 
performed by the staff of Dr. Daniel Nicholson, 
pathologist to the Winnipeg General Hospital and 
Professor of Pathology, University of Manitoba. 


*Since this article was written I have had the 
following communication from Dr. Edward K. 
Connors of Omaha, Nebraska. Dr. Connors 
writes: 

“Approximately three months ago I performed 
a similar procedure on a patient at the Veterans 
Hospital. At the time I performed this pro- 
cedure I was not aware that it had been done 
before until I came across your article afterward 
in the Annals of Surgery. 

“The case I operated on likewise showed via- 
bility of the first eighteen inches of jejunum, 
which led me to suspect an embolus in the su- 
perior mesenteric artery had occurred, rather 
than a thrombosis. The findings in the case I 
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operated on were similar to yours and unfortu- 
nately my patient also expired about two days 
‘postoperatively from pulmonary edema. At autop- 
sy there was no evidence of gangrene of the bowel. 
The superior mesenteric artery had remained 
patent. The procedure seemed perfectly logical 
to perform in view of the finding of viability of 
the first portion of the small bowel.” 


RESUME 


D’aprés les deux observations ici rap- 
portées, l’auteur en arrive aux conclusions 
suivantes: 4 savoir qu’on peut rétablir la 
circulation dans la mésentérique supérieu- 
re et ses branches en enlevant le thrombus 
qui obstrue cette artére et de la sorte ré- 
tablir la circulation dans la paroi intesti- 
nale. L’intestin peut supporter une isché- 
mie pour 14 heures; plus que cela, on ne 
peut répondre des conséquences. Pendant 
lintervention, il faut prendre les précau- 
tions nécessaires pour faire une héhorragie 
secondaire a la dissection obligatoire. L’he- 
parine est contre-indiquée post-opératoire, 


CONCLUSIONI 


Dalle osservazioni fatte sui 2 casi qui 
riportati vengono tratte le seguenti conclu- 
sioni: 

1. Si puo ristabilire la circolazione nell- 
’arteria mesenterica superiore e nelle sue 
branche, rimuovendo un trombo occluden- 
te. 

2. Mediante tale procedimento viene as- 
sicurata la circolazione nella parete intes- 
tinale. 

3. La parete intestinale pud sopravvi- 
vere per 14 ore alla totale mancanza di 
apporto sanguigno. Non si puo con sicu- 
rezza stabilire la sopravvivenza oltre tale 
limite, ma esperienze parallele condotte sul 
tessuto muscolare dimostrano che esso non 
pud essere impunemente sorpassato. 

4. Durante l’operazione occorre porre 
particolare attenzione onde assicurare !’ar- 
resto di un emorragia, che puo verificarsi 
solo dopo che il flusso sanguigno nella 
mesenterica é ristabilito. Tale eventualita 
si ha sopratutto al momento in cui viene 
asportato il grasso mesenterico, procedi- 
mento necessario per la messa in evidenza 
dell’arteria mesenterica superiore. 
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5. E’ da evitarsi l’uso, postoperatorio, 
dell’eparina. La velocita stessa del flusso 
sanguigno in un arteria é sufficiente garan- 
zia a prevenire il riformarsi del trombo 
nel luogo di incisione nel vaso. 


CONCLUSIONES 


A partir de observaciones hechas en 2 
casos aqui comunicados, parece razonable 
derivar las conlusiones siguientes: 

1. La circulacion de la arteria mesen- 
térica superior y sus ramas puede ser re- 
stituida por la extirpaciOn de un trombo 
obstructivo. 

2. La circulacion de la pared intestinal 
compatible con la viabilidad puede asegu- 
rarse por este procedimiento. 

3. La pared intestinal puede sobrevivir a 
la ausencia de sangre por un periodo de 
catorce horas. No puede decirse nada con 
referencia a la sobrevida masalla de este 
limite de tiempo, pero experiencias com- 
parables con tejido muscular indican, gen- 
eralmente, que no puede ser excedido in- 
ocuamente. 

4. Durante la operacién debe tenerse 
especial cuidado en asegurar la hemostasis 
de la hemorragia que puede ocurrir tnica- 
mente después de la restauracion del aflujo 
sanguineo mesentérico. Esto se aplica par- 
ticularmente en la diseccién de la grasa 
mesentérica, que es neceSaria para exponer 
la arteri mesentérica superior. 

5. Debe evitarse el uso postoperatorio 
de heparina. Suficiente confianza puede 
ponerse en la velociad de circulacién san- 
guinea de una arteria para prevenir la re- 
formacién de el trombo en el sitio de la 
incisiOn en al interior del vaso. 


SCHLUSSFOLGERUNGEN 


Beobachtungen an zwei hier berichteten 
Fallen scheinen zu folgenden Schlussfol- 
gerungen zu berechtigen: 

1. Der unterbrochene Blutkreislauf in 
der oberen Mesenterialschlagader und 
ihren Asten kann durch Entfernung des 
verstopfenden Thrombus wieder in Gang 
gebracht werden. 

2. Es kann auf diese Weise eine zur 
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Erhaltung der Lebensfahigkeit der Darm- 
wand ausreichende Blutzufuhr sicherge- 
stellt werden. 

3. Die Darmwand ist fahig, eine vier- 
zehnstiindige voéllige Absperrung der Blut- 
zufuhr zu iiberleben. Ob sie eine lingere 
Unterbrechung ertragen kann, lasst sich 
nicht sagen; ahnliche Beobachtungen an 
Muskelgewebe scheinen aber allgemein an- 
zudeuten, dass die oben angegebene Grenze 
wohl nicht ohne Gefahr iiberschritten wer- 
den kann. 

4. Wahrend der Operation ist beson- 
dere Sorgfalt auf die Stillung von Blutun- 
gen zu verwenden, die nach Wiederher- 
stellung des mesenterialen Blutkreislaufes 
auftreten kénnen. Das gilt besonders fiir 
die zur Freilegung der oberen Mesenterial- 
schlagadern notwendigen Praparierung 
des Mesenterialfettes. 

5. Verabreichung von Heparin nach 
der Operation soll vermieden werden. Die 
arterielle Stroémungsgeschwindigkeit bie- 
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tet geniigend Gewiahr fiir die Verhiitung 
neuer Thrombenbildung an der Einschnitt- 
sstelle des Gefassus. 
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To Our Contributors Abroad 
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The Enzymatic Debridement of Suppurations, 


Necrotic Lesions and Burns with Papain 


ANDRES-VESALIO GUZMAN, B.S., PHAR.L., M.B., M.D., 


AND 


MARIA GABRIELA STEIN DE GUZMAN, B.A., M.D. 


of suppurations, necrotic lesions and 

burns involving the body surfaces is 
not new and has been tried in the past, 
but it was not until streptokinase and 
streptodornase! were isolated and studied 
that a thorough consideration was given 
to their full value as fibrinolytic agents. 
Many reports have appeared in the litera- 
ture on the excellent results obtained with 
these two enzymes.” 

To us, in this part of the world, there is 
one objection to the use of streptokinase 
and streptodornase or any other fibrino- 
lytic enzyme already on the market—the 
cost to the hospital or to the patient and 
the fact that the majority of patients who 
require this treatment cannot afford it. It 
is for this reason that we have tried to 
find a less expensive but equally effective 
enzyme with a proteolytic action. We have 
at last been successful and have obtained 
excellent results with the enzyme selected, 
which is papain, the dried milky juice of 
the melon tree carica papaya. It is a yel- 
lowish, grayish or light brown powder with 
a characteristic odor. It is soluble in water 
and glycerine and insoluble in alcohol, ether 
and chloroform. As regards its effect on 
proteins, it is said to be especially activa- 
ted by hydrogen sulphide and sulphydry] 
compounds in general, as well as by hydro- 
gen cyanide.’ It is also activated by sul- 
phur containing such amino acids as cys- 
teine and methionine. Glutathione ‘also 
activates it. 


Tor: use of enzymes in the treatment 


From the Departments of Surgery, General and Plastic 


Surgery Services, San Juan de Dios and Max Peralta Hos- 
pitals of the Cities of San Jose and Cartago, Costa Rica, 
Central America. 

Submitted for publication May 25, 1953. 


SAN JOSE, COSTA RICA 


Methods of Study.—We have employed 
in our work several brands of papain from 
the market. First of all, the proteolytic 
activity of the enzyme in vitro was as- 
sayed by the usual procedure, carried out 
on a protein substance at plus-minus 37 C. 
Great variation was noted in their activ- 
ity, the proteolytic power of the various 
brands ranging from almost nil to a high 
level. Enzyme activators were not em- 
ployed, nor did we try to purify the solu- 
tions,—to adjust the solutions or the 
substrate to any hydrogen ion concentra- 
tion or to render the powder sterile. 

Two methods have been followed in the 
treatment: (1) the application of wet 
dressings with freshly prepared solutions 
of the enzyme, ranging from 2 to 5 per 
cent, and (2) direct application of the 
powder with a common vaginal insufflator. 
With the first method, surgical gauze in 
several layers was soaked with the solu- 
tion of papain and placed over the affected 
part, covering it completely. With the 
second method, the surface to be treated, 
if dry, was first sprayed with sterile physi- 
ologic solution of sodium chloride and 
then with papain, an abundant coating 
being left on thick crusts. The surface was 
then covered with several layers of sur- 
gical gauze well soaked with physiologic 
solution of sodium chloride. Finally, with 
either method, a layer of petrolatum 
gauze was applied, the edges being care- 
fully sealed so that no solution could come 
out. A final dry bandage was used. The 
dressings were changed every twenty-four 
hours and the lesions inspected and 
cleansed with physiologic solution of sodi- 
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um chloride. Papain was reapplied if nec- 
essary. 

Three patients in whose cases it was 
possible to select control areas were 
treated with a solution of streptokinase- 
streptodornase and the results compared 
with those of papain at the end of twenty- 
four hours. Color photographs were taken 
of all lesions before and after their treat- 
ment with papain. About half of the pa- 
tients were being given antibiotics paren- 
terally at the same time. 


Results.—The lesions have been divided 
into seven groups: (1) second and third 
degree burns, mostly infected; (2) gangre- 
nous cellulitis of the abdominal wall; (3) 
carbuncle of the neck; (4) chronic leg 
ulcers; (5) chronic open suppurations, 
and (6) hard noninfected crusts. Prior 
to treatment, all lesions have been meas- 
ured to determine their surface extent in 
square centimeters and their approximate 
depth in millimeters. The results of treat- 
ment were measured every twenty-four 
hours in terms of percentage of completely 
débrided area (lesion clean of pus, crusts 
or slough as far down as healthy tissue). 
Good enzymatic activity was considered es- 
tablished by the appearance of a completely 
digested substrate which had lost its solid 
constitution and acquired the consistency 
of creamy pus, which is usually absorbed 
by the gauze. The accompanying table 
shows the results of enzymatic débride- 
ment with papain in 20 cases. 

The enzymatic action of papain was op- 
timal or exceptionally good on areas 
covered by solidified fibrinous exudates 
and purulent and necrotic processes. It 
was poor or slow on thick, leathery hard 
crusts as of the type sometimes observed 
on third degree burns. These crusts were 
not liquefied but only softened. We 
learned also that incision or perforation 
helped to soften or detach the crusts. 
As other authors‘ have also noted with 
streptokinase-streptodornase, papain also 
seems to act better when there is a “serum 
factor,” as in purulent areas, or when 
there is an exudate that keeps the lesion 
wet. Five per cent solutions of papain 
seem to have a more potent or homogene- 
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. 1. (Case 6).—A, large infected chronic leg ulcer with thick crust around false 
granulation. B, same ulcer after forty-eight hours’ treatment with papain. 


ous action than the powder, but the latter 
is equally effective, or more so, when 
sprayed on a wet area which is in turn 
covered with wet dressings and petrola- 
tum gauze. Treated areas should not be 
uncovered for twenty-four hours. Most of 
the lesions treated by us, especially burns, 
were débrided completely in this minimum 
time. Petrolatum gauze applied to the 


clean débrided area is most helpful in pre- 
venting the formation of a new fibrinous 
crust, and grafting may be tried in the 
majority of cases in from three to seven 
days after the last treatment. Papain has 
had no deleterious action on healthy tis- 
sues, and systemic reactions have not been 
observed during its application. 


Bake 


VOL. XX, NO. 6 
CONCLUSIONS 


The fibrinolytic enzyme papain is sug- 
gested as an effective and potent agent of 
débridement in the treatment of chronic 


Fig. 2 (Case 9).—A, second degree burn with dry, 

noninfected crust on chest, abdomen and arm. B, 

same patient after forty-eight hours’ treatment 
with papain. 
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Fig. 3 (Case 15).—A, second and third degree 

burn of arm with solidified fibrin crusts. B, same 

patient after forty-eight hours of treatment with 

papain and streptokinase-streptodornase. Upper 

half treated with papain, lower half with strepto- 

kinase-streptodornase. C, same patient showing 
completely clean area. 


suppurative and nectrotic areas. It has 
been used in the treatment of 20 patients 
with various lesions, including second and 
third degree burns, chronic leg ulcers, 
gangrene, carbuncle, chronic suppuration 
and dry crusts. 

There are many brands of papain in the 
market which vary greatly in potency. The 
fibrinolytic potency of the enzyme has 
been compared in 3 cases with that of a 
standard preparation of streptokinase- 
streptodornase and found to be similar. 
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Fig. 4.—A, second and third degree burn of chin, neck, arm and chest, noninfected but 
with dry, hard crusts. B, same patient after twenty-four hours of treatment with papain. 
The area is completely clean. 


Two methods have been used: (1) di- 
rect application of the powder and (2) 
application of dressings soaked with solu- 
tions of the enzyme. Both are effective, 
provided that the lesion and the dressings 
do not dry within a minimum period of 


twenty-four hours. 

Papain has not caused any deleterious 
action on healthy tissues, and systemic or 
generalized reactions have not been no- 
ticed during its application. The powder 
and solutions used were not bacteriologic- 
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ally sterile, nevertheless, no reaction at- 
tributable to their application has been 
observed. 

Finally, the cost of papain is so low 
that any hospital or patient can afford to 
use it extensively. 


RESUME 


Le facteur fibrolytique de la papain est 
dune trés grande utilité pour débrider les 
infections nécrotiques. On s’en est servi 
pour guérir 20 différents cas de suppura- 
tion. On l’emploie souvent au lieu de la 
streptokinase et la streptodermase. Deux 
procédés sont en usage a savoir: (a) 1° 
le saupoudrage de la plaie, (b) 2° par pan- 
sement humidifié a l’aide du produit. Le 
second traitement doit durer au moins 24 
heures. 

La papain n’est nullement nocive pour 
les tissus sains. Ce produit ne cofite pas 
cher. 


CONCLUSIONI 


La papaina, che é un enzima fibrinolitico, 
é un farmaco molto efficace per la cura 
delle suppurazioni croniche e delle necrosi 
superficiali. Essa ha trovato impiego in 
20 casi con lesioni varie fra cui ustioni di 
2° e 3° grado, ulcere croniche della gamba, 
gangrena e carbonchio, suppurazioni cro- 
niche e croste secche. 

Ve ne é di diverse qualita in commercio, 
variamente efficaci. La loro potenza é 
stata controllata, in 3 casi, col confronto 
con preparazioni tipiche di streptochinasi- 
streptodornasi, ed é risultata pari a queste. 
La papaina é stata usata in polvere per 
applicazione diretta o in soluzione per 
impacchi; entrambi i metodi sono risultata 
efficaci, a patto che lesioni e medicazioni 
non si seccassero entro un periodo di 24 
ore. Non si é riscontrato nessun effetto 
dannoso sullo stato dei tessuti, né reazioni 
locali o generali. Il preparato é stato 
usato senza preacauzioni di sterilita, e cid 
non di meno non si sono avute reazioni. 
Il suo costo é cosi basso da consentirne 
luso indiscriminato. 
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SCHLUSSFOLGERUNGEN 


Als ein wirksames zum Debridement 
fiihrendes Mittel bei der Behandlung 
chronisch eiternder und nekrotischer Ge- 
biete wird das fibrinolytische Ferment 
Papain in Vorschlag gebracht. Es ist bei 
20 Patienten mit verschiedenen Erkrank- 
ungen, zu denen Verbrennungen zweiten 
und dritten Grades, chronische Unter- 
schenkelgeschwiire, Gangrain, Karbunkel, 
chronische Eiterungen und trockene Krus- 
tenbildungen gehérten, angewendet wor- 
den. 

Es befinden sich viele Papainpraparate 
im Handel, die in ihrer Wirksamkeit sehr 
grosse Unterschiede aufweisen. Die fibrin- 
olytische Starke von drei Praparaten wur- 
de mit der eines Standare praparates von 
Streptokinase - Streptodornase verglichen 
und erwies sich in allen Fallen als ahnlich. 

Es gelangen zwei Verfahren zur An- 
wendung: (1) die direkte Applikation des 
Pulvers und (2) das Anlegen von mit der 
Enzymloésung getrankten Verbanden. Vor- 
ausgesetzt, dass die Verbande und das er- 
krankte Gewebe wenigstens innerhalb der 
ersten 24 Stunden nicht austrocknen, sind 
beide Methoden wirksam. 

Das Papain hat keinen schadlichen Ein- 
fluss auf gesundes Gewebe, und allgemeine 
oder Systemreaktionen sind wahrend sein- 
er Anwendung nicht beobachtet worden. 
Obgleich das Pulver und die Lésungen 
nicht bakteriologisch steril waren, traten 
keine Reaktionen auf, die der Anwendung 
des Mittels zugeschrieben werden kénnten. 

Schliesslich wird auf die geringen Kos- 
ten des Papains hingewiesen, die jedem 
Krankenhaus und allen Patienten eine aus- 
giebige Verwendung des Mittels gestatten. 


CONCLUSIONES 


Se sugiere que la papina enzima fibrino- 
litica, es un agente potente y efectivo en 
la debridacién, para el tratamiento de 
areas necroticas y con supuraci6n crénica. 
Se ha usado en el tratamiento de 20 pa- 
cientes con diversas lesiones incluyendo 
quemaduras de segundo y tercer grado, 
ulceras crénicas de la pierna, grangrenas, 
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carbunco, supuraciOn croénica y costras 
secas. 

Existen en el mercado muchas marcas 
de papacina que varian grandemente en su 
potencia. La potencia fibrinolitica de la 
enzima ha sido comparada en 3 casos con 
la de una preparacién standard de estrepto- 
quinasa - estreptodornasa, encontrandose 
semejante. 

Se han usado dos métodos: (1) aplica- 
cién directa del polvo y (2) aplicacion de 
apodsitos mojados con soluciones enzima- 
ticas. Ambos son efectivos, evitando que 
la lesién 6 apésitos no se sequen dentro 
de un periodo minimo de _ veinticuatro 
horas. 

La papaina no ha producido ningun 
efecto destructivo sobre tejidos sanos y 
durante su aplicacién no se han notado 
reacciones sistémicas 6 generalizadas. E] 
ro'vo y las soluciones usadas no fueron 
estériles bacteriol6gicamente; sin embar- 
go, no se observ6 ninguna reaccion atribu- 
ible a su aplicacion. 

Finalmente, el costo de la papaina es tan 
bajo que cualquier hospital é paciente 
puede resistir su uso amplio. 


CONCLUSOES 


Os autores sugerem que a papaina, uma 
enzima fibrinolitica, seja um poderoso 
agente para o desbridamento e tratamento 
de supiragées crénicas e areas de necrose. 
Fez o tratamento em 20 doentes com vari- 
as lesdes, incluindo queimaduras de 2° e 
3° graus, ulceras croénicas das_pernas, 
gangréna, carbunculo, supuragédes croéni- 
cas, etc. 

Existem varios tipos de paina no mer- 
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cado, que variam muito em sua porcenta- 
gem. O poder fibrinolitico da enzima foi 
comparado em tres casos, revelando-se 
similar ao da streptokinase - streptodor- 
nase. 

Foram utilizados dois processos: 1) ap- 
licacao direta do po, e, 2) aplicagdes de 
compressas embebidas em solugédes da en- 
zima. Ambos do revelaram eficientes. 

Concluem os autores ressaltando o 
baixo custo da papaina, de modo a permit 
ir que seja usada em qualquer Hospital e 
por qualquer doente. 
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International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 
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Twenty Years’ Experience with 


Myomectomy During the Childbearing Period 


sent my experience with enucleation 

of fibroids from the uterus as a meth- 
od of saving the function of this organ. 
The report, therefore, includes only the 
cases of women whose ages place them in 
the so-called childbearing period. This 
operative experience extends over the past 
twenty years. 

The reproductive period in women aver- 
ages about thirty years. It begins with 
puberty and terminates with the end of 
the menopause. In this report the youngest 
woman on whom myomectomy was per- 
formed was 25 years old, and the eldest 
was 43. Thus, this series of cases falls 
well within the limits established for re- 
productivity. Since the primal purpose of 
performing myomectomy on these patients 
was to preserve the physiologic function 
of the uterus, the operation was particular- 
ly indicated for women in the younger age 
group. However, the older women were 
by no means excluded from this treatment ; 
many of the patients operated on were in 
their late thirties, and a few were slightly 
over 40. However, in older women one 
usually is confronted with other serious 
pelvic pathologic change associated with 
the myomas. This fact, together with the 
fact that the reproductive period is at or 
near its conclusion, frequently precludes 
myomectomy. This was true of many of 
my own patients. 

Fibroids, as they grow, greatly distort 
the anatomic character of the uterus. This 
not only causes uterine physiologic . dis- 
turbance but frequently, owing to the size 
and location of the tumors, injures the 


[en purpose of this paper is to pre- 
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function of neighboring extragenital vis- 
cera. Among these associated organs are 
the bladder, the ureters, the adnexae and 
the pelvic blood vessels. 

It is desirable, therefore, to remove 
fibroids occurring in young women, re- 
gardless of the size and number of the 
growths, to prevent further damage to 
these vital structures. Another reason for 
early operation, if myomectomy is con- 
sidered, is that the myomas are small and 
therefore present no serious surgical prob- 
lem. Large myomas, however, can usually 
be enucleated without too much difficulty, 
and one should not hesitate to remove them 
because of their size. The study of the 
series of case histories used for this pre- 
sentation includes a general survey of the 
subject of fibroid uteri, with particular 
emphasis upon the age of the patient 
operated, the postoperative anatomic uter- 
ine picture, and the physiologic relation 
of the uterus to the menstrual function 
and to childbearing. Likewise, a certain 
amount of stress is placed on sterility as 
a symptom and on the association of car- 
cinoma of the uterus with uterine fibroids. 

At the beginning of this project I was 
somewhat hesitant, viewing with some ap- 
prehension the enucleation of fibromas, 
particularly large ones, as contrasted to 
their complete removal by hysterectomy. 
This hesitancy was predicated on post- 
graduate training as well as on the ap- 
parent attitude of many gynecologists and 
surgeons of my acquaintance some twenty 
years ago. It was the consensus then, and 
apparently, to some degree, even now, that 
myomectomy is ineffective, since the uter- 
us is prone to produce more tumors of this 
type and therefore is likely to require a 
subsequent operation or operations, the 
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final one of which would be complete re- 
moval of the uterus. In other words, most 
authors and operating surgeons appeared 
to be convinced that myomectomy was in- 
effective—much ado about nothing. My 
experience indicates that a definite opinion 
can be formed for the solution of this vex- 
ing problem; therefore, the following 
study was attempted. It will be presented 
in the hope that the information may aid 
others who are confronted with the treat- 
ment of this surgical condition. The in- 
vestigation covers the cases of 58 women 
from whom fibroids were removed by enu- 
cleation and whose case histories will be 
considered from the standpoint of age, 
symptoms, associated pelvic pathologic con- 
ditions and gross pathologic observations 
of the fibromas and the myometrium; the 
microscopic pathologic appearance of the 
tumors and endometrium, including de- 
generative changes and malignant degen- 
eration, and, finally, the postoperative peri- 
od in relation to the recurrence of myomas 
and involution of the myometrium. An 
estimate of the rate of growth of fibroids 
is included. 

Age.—Since the preservation of a nor- 
mally functioning uterus was the major ob- 
jective in this series of operations, the pa- 
tients were, naturally, women whose ages 
placed them in the childbearing period. 
Of the 58 women operated on, the youngest 
was 25 years old and the oldest 43. A 
breakdown of the intervening years into 
age categories of 25 to 30 inclusive, 31 to 
35 inclusive, 36 to 40 inclusive, and 41 to 
43 inclusive indicates that 14, or 24.1 per 
cent, fell into the first group; 25, or 43.1 
per cent, into the second group; 14, or 24.1 
per cent, into the third group, and only 5, 
or 8.6 per cent, into the last group, 41 to 
43 years. 

Thirty-nine patients, or 67.2 per cent, 
therefore, were 25 to 35 years old, while 
only 19, or 32.7 per cent, were in the 
older age group. These figures are what 
one would expect, since myomectomy, for 
the many reasons mentioned, is particular- 
ly indicated for younger women. It may 
be of interest to mention that I have never 
considered it necessary to perform a hys- 
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terectomy on a young woman for the re- 
moval of fibroids, despite the fact that 
many of the tumors encountered were very 
large. 

Symptoms.—A consideration of the var- 
ious complaints of the patients in this 
series indicates that backache and a sen- 
sation of weight in the pelvis were the 
most common disturbances. These symp- 
toms occurred in 30 cases. Nineteen of the 
women complained of menorrhagia, while 
8 mentioned sterility as the chief com- 
plaint. A few women noted bladder dis- 
turbances, and 2 or 3 suffered no particu- 
lar discomfort but had either discovered 
or been told of a lump in the lower part 
of the abdomen. Two women suffered from 
painful menstruation. 

Associated Pelvic Disease-—The most 
common associated abnormality of the 
pelvis in this group of patients was retro- 
displacement of the uterus, a condition 
that occurred in 34 cases. Endometriosis 
was present in 4 patients and adenomyosis 
of a fibroid in 2. Six patients had ovarian 
cysts, and in 5 cases tubal occlusion was 
present. Chronic cervicitis-endocervicitis 
was, likewise, a fairly common associated 
pathologic change. 

Gross Pathologic Picture of the Fibro- 
mas and the Myometrium.—Forty-two 
women, or 72.4 per cent, exhibited multi- 
ple fibromas of the uterus, while only 16, 
or 27.5 per cent, had single myomas. The 
greatest number of tumors enucleated in a 
single case was 17, but this, of course, was 
unusual; the average number of fibroids 
encountered was 4 or 5. 

The size of the tumors varied consider- 
ably. The largest tumor removed was a 
single myoma with a diameter of 8 inches 
(20 cm.). Most of the myomas were small- 
er, the average diameter being 1 to 3 inches 
(2.5 to 7.5 cm.) in diameter. There were 
also many tiny tumors, and some were of 
the seedling variety. Anatomically, the 
great majority of patients had either intra- 
mural or subserous tumors; however, 19 
exhibited submucous myomas alone or in 
combination with the other two anatomic 
types. The myometrium at the time of 
operation was hypertrophied in every case. 
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This is, of course, to be expected and is 
explained by the effort made by the uterine 
muscularis to rid itself of the new growths, 

Microscopic Pathologic Picture of the 
Tumors and Endometrium.—The most 
common degenerative change in the tu- 
mors removed was hyaline degeneration. 
This occurred in 51 cases. Cystic and cal- 
careous degeneration occurred in 4 cases, 
and necrosis, red degeneration, and myxo- 
matous degeneration occurred in 1 in- 
stance each. Dilation and curettage were 
done in 54 cases, and in all of these the 
endometrium was reported to be normal. 
No patient had associated adenocarcinoma 
of the corpus uteri, nor did any exhibit 
sarcomatous degeneration of a fibroid. In- 
cidentally, none of these patients had car- 
cinoma of the cervix. 

Postoperative Period.—With regard to 
the postoperative time lapse, 15 women 
were operated on ten years ago or longer. 
In 32 cases the postoperative period is over 
five years; in 42, at least four years have 
elapsed since the myomectomy. In the re- 
mainder the postoperative period is less 
than four years. 


Results—A careful surgical follow-up 
on all but 5 of this series of patients indi- 
cates that in only 2 have myomas developed 
in the uterus since the operation. It is 
curious that in both cases the recurrent 
myomas were discovered after an opera- 
tive lapse of ten years, and that an estima- 
tion of the size of the tumors in both 
women by bi-manual examination indi- 
cated that the diameter of the tumors was 
about 1 inch (2.5 cm.). It would appear, 
therefore, that fibroids grow very slowly, 
and that a considerable period must elapse 
before a seedling myoma is large enough 
to cause serious uterine distortion or im- 
pair the physiologic function of the uterus. 


The involution of the myometrium was 
complete in all of the patients within a 
very short time after the operation. This 
happy fact should be expected since the 
foreign body stimulus was removed. .The 
mortality figure was most gratifying, also, 
since no patient died from the operation. 
None of the women exhibited significant 
morbidity, and in general the pelvic well- 
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being of all the patients was highly satis- 
factory. 

A study of these patients with regard to 
pregnancy following the operation was 
very pleasing to me. Eleven have borne 
from 1 to 4 children, since the myomecto- 
my. In 9 of these cases, apparent pre- 
operative sterility was cured after myo- 
mectomy. In other instances the patient 
continued to be sterile. Three patients 
complained of 1 to 2 abortions before 
myomectomy, and 1 woman had a mis- 
carriage subsequent to the operation. 


COMMENT 


If one considers the total number of the 
myomectomies, performed, the number of 
successful pregnancies following operation 
is not very encouraging. In the interest 
of fairness however, it must be said that 
many other factors, such as male sterility, 
failure to marry, and the lack of desire 
for children no doubt contributed greatly 
to the poor showing. At least the uterus 
was perserved for its proper function in 
this latter group. 

It will be said, and justly so, that a 
series of 58 operations for the cure of a 
pathologic lesion, or for any other pur- 
pose, is too small to justify one in drawing 
a serious conclusion as to its effectiveness. 
The indication for myomectomy, however, 
does not occur very often in one surgeon’s 
gynecologic experience, and, although only 
theoretical conclusions can be developed 
from this group of patients, the observa- 
tions are rather interesting. 

It is noteworthy that in every patient 
who complained of menorrhagia a fibroid 
was discovered in the submucous location. 
None of the patients who failed to exhibit 
a submucous fibroid complained of profuse 
menstrual flow. 

A study of this group of patients does 
not permit one to argue that fibroids nec- 
essarily produce sterility, although this 
seems quite possible, even probable. No 
conclusion, likewise, can be drawn from 
this study to indicate that uterine myomas 
cause miscarriages. One may state with a 
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fair degree of certainty that the presence 
of fibroids in the uterus does not predis- 
pose the patient to carcinomatous degener- 
ation of the endometrium. In my opinion, 
this association of diseases, commonly 
mentioned in textbooks and in the litera- 
ture, can probably be explained by the fact 
that the patients studied are of advancing 
age. It is true that carcinoma of the endo- 
metrium and fibroids is fairly common in 
women during the fourth and fifth decades 
of life, but the fact that adenocarcinoma 
of the corpus uteri does not occur in young- 
er women probably explains the fact that 
none of the patients in this series exhibited 
epithelial malignant change. In the 2 cases 
of postoperative recurrent fibromas, it is 
noteworthy that the tumors were small 
and that the postoperative time lapse was 
ten years. These facts seem to indicate 
that one may expect a serviceable uterus 
for at least five years after enucleation of 
fibromas from the myometrium. 

It is my opinion that the uterus after 
myomectomy is capable of carrying on its 
normal physiologic function if other fac- 
tors associated with fertility are normal. 


SUMMARY 


1. Fifty-eight women in the child-bear- 
ing age were relieved of their uterine 
fibroids by means of myomectomy. 

2. The ages of 39 of the 58 ranged from 
25 to 35 years. 

3. The most common symptoms were 
backache, pain in the lower part of the 
abdomen and menorrhagia. 

4. Other genital pathologic change was 
associated with fibroids in about the usual 
percentage. 

5. Most of the patients had multiple 
fibromas. 

6. Anatomically, a great majority of the 
myomas were either subserous or intra- 
mural. 

7. The most common degenerative change 
was hyaline degeneration. There was no 
instance of sarcomatous degeneration or 
associated adenocarcinoma of the corpus 
uteri. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


DECEMBER, 1953 


8. All women on whom curettage was 
performed presented normal endometrium 
microscopically. 

9. In 2 patients there was recurrence of 
the fibromas. The tumors were 1 inch 
(2.5 cm.) in diameter and occurred ap- 
proximately ten years after the operation. 

10. Eleven patients have been delivered 
of 1 to 4 children since the myomectomy. 

11. No operative mortality and no sig- 
nificant operative morbidity occurred in 
this series of patients. 


CONCLUSION 


The author, from his experience with 
myomectomy in 58 cases, recommends this 
procedure as a means of salvaging the 
uterus for its normal functional purposes. 
Although there is apparently a distinct 
possibility of tumor recurrence, the slow- 
ness of growth of the tumors, in his opin- 
ion, will permit the uterus to function 
normally for several years after the oper- 
ation. This period is ample for one or two 
pregnancies to develop and be successfully 
concluded, and, if this happy event occurs, 
it is most gratifying to both patient and 
obstetrician. 


CONCLUSIONI RIASSUNTIVE 


1. 58 donne furono curate per fibromi 
uterini mediante miomectomia eseguita 
nell’ epoca della maturita sessuale. 

2. L’eta di 39 delle 58 pazienti, si ag- 
girava dai 25 ai 35 anni. 

3. I sintomi pil’ comuni erano mal di 
schiena, dolori al basso addome, e menor- 
ragia. 

4. Alterazioni patologiche, nella per- 
centuale solita, erano associate ai fibromi. 

5. La maggior parte delle pazienti ave- 
va fibromi multipli. 

6. Anatomicamente la maggior parte 
dei fibromi erano sottosierosi o intramu- 
rali. 

7. Il pia frequente tipo di degenera- 
zione fu quello della degenerazione jalina. 
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Non si ebbero casi con degenerazione sar- 
comatosa né associazione con adenocarci- 
nomi del corpo dell’utero. 

8. Tutte le donne nelle quali si pratico 
il raschiamento presentavano un endome- 
trio microscopicamente normale. 

9. In 2 pazienti si ebbe recidiva dei 
fibromo. I tumori avevano un diametro di 
1 pollice (12,5 cm.) e si verificazono appro- 
simativamente a lo anni di distanza dall’in- 
tervento. 

10. Undici pazienti partorirono, dopo 
la miomectomia, da 1 a 4 bambini. 

11. In questa serie non si ebbe alcuna 
mortalita operatoria né malattie post-op- 
eratorie di qualche importanza. 

L’Autore, in base alla sua esperienza 
su 58 casi di miomectomie, raccomanda 
tale trattamento inteso a salvare |’utero. 
Benché esista la possibilita di recidive tu- 
morali, la loro scarsa incidenza permette 
la normale funzione uterina per parecchi 
anni dopo l’intervento. Tale periodo é ab- 
bastanza lungo per permettere lo svolgersi 
ed il compiersi, felicemente, di una o due 
gravidanze; e tale evento, qualora si veri- 
fichi, 6 di grande soddisfazione tanto per 
l’ostetrico che per la paziente. 


RESUMEN Y CONCLUSIONES 


1. Cincuenta y ocho mujeres en la edad 
gestacional, fueron tratadas de sus fibro- 
mas uterinos por medio de miomectomia. 

2. Las edades de 39 de las 58, variaron 
de 25 a 35 afios. 

3. Los sintomas mas comunes fueron 
dolor de cabeza, dolor en la parte inferior 
del abdomen y menorragia. 

4. Con los fibromas se asociaron otros 
cambios genitales patol6gicos en propor- 
cién habitual. 

5. La mayoria de las pacientes tenian 
fibromas multiples. 

6. Anatomicamente, la gran mayoria de 
los fibromas eran subserosos 6 intramu- 
rales. 

7. La degeneracion hialina fué el cambio 
degenerativo mas frecuente. No hubo 
ningtin caso de degeneracién sarcomatosa 
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6 adenocarcinoma concomitante del cuerpo 
uterino. 

8. Todas las mujeres en las que se hizo 
raspa, presentaron endometrio microsc6pi- 
camente normal. 

9. En dos pacientes se presento recidiva 
de los fibromas. Los tumores fueron de 12.5 
cm. de diametro y ocurrieron aproximada- 
mente después de diez anos de la operacion. 

10. Once pacientes han dado a luz de 1 
a 4 nifos después de la miomectomia. 

11. En esta serie de pacientes no ocurri6 
mortalidad 6 morbilidad operatoria signi- 
ficativa. 

Por su experiencia con miomectomia en 
58 casos, el autor recomienda el procedi- 
miento como un medio de conservacion del 
utero para sus ‘funciones normales. Aun 
cuando existe una posibilidad de recur- 
rencia, la lentitud en el crecimiento de los 
tumores, permitiria al itero funcionar nor- 
malmente por varios afos después de la 
operacion. Este periodo es suficiente para 
el desarrollo de uno 6 dos embarazos, si 
esto ocurre es muy satisfactorio para el 
paciente y el obstetra. 


RESUME 


L’auteur rapporte 58 cas de femmes, 
d,age d’avoir des enfants, opérées de fibro- 
me utérin par la myomectomie. L’auteur 
donne |’étiologie, la symptomatologie, la 
pathologie et l’anatomie pathologique de 
cette lésion. Le curetage utérin a toujours 
montré un endométre normal. L’auteur 
donne aussi des détails instructifs sur quel- 
ques cas et termine par des remarques fort 
a propos sur l’utilité de cette intervention 
chez des patientes encore capable de deve- 
nir parturientes. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. 58 Frauen der gebarfahigen Alters- 
gruppe wurden mittels Myomektomie von 
ihren Uterusymomen befreit. 

2. 39 dieser Patientinnen befanden sich 
im Alter von 25 bis 35 Jahren. 

8. Die haufigsten Symptome bestanden 
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in Riickenschmerzen, Unterleibs-schmer- 
zen und Menorrhagien. 

4. Krankhafte Veranderungen des Ge- 
schlechtsapparates anderer Art bestanden 
neben den Myomen im iiblichen Prozent- 
satz. 

5. Die meisten Patientinnen hatten 
mehrere Myome aufzuweisen. 

6. Die grosse Mehrzahl der Myome war 
entweder subserés oder intramural ge- 
legen. 

7. Von degenerativen Veranderungen 
war die hyaline Entartung die haufigste. 
In keinem Fall kam eine sarkomatoése 
Entartung oder ein gleichzeitig bestehen- 
des Adenokarzinom des Gebérmutterkor- 
pers zur Beobachtung. 


8. Alle Frauen, an denen eine Ausscha- 
bung vorgenommen wurde, wiesen mikro- 
skopisch ein normales Endometrium auf. 


9. Bei zwei Kranken kam es zum Wie- 
derauftreten von Myomen. Die Geschwiils- 
te hatten einen Durchmesser von 2,5 cm 
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und traten etwa zehn Jahre nach der 
Operation auf. 

10. Elf der Patientinnen entbanden 
nach der Myomektomie ein- bis viermal. 

11. Die vorliegende Series hat weder 
einen Todesfall als Operationsfolge noch 
eine wesentliche postoperative Morbiditat 
aufzuweisen. 

Auf Grund seiner Erfahrungen an 58 
myomektomierten Kranken empfiehlt der 
Verfasser diese Operation mit dem Ziel, 
die Gebairmutter und ihre normale Funk- 
tion zu erhalten. Wenn auch offenbar eine 
Moglichkeit des Wiederauftretens einer 
Geschwulst besteht, so gibt doch nach An- 
sicht des Verfassers ihr langsames Wachs- 
tum dem Uterus fiir einige Jahre nach der 
Operation die Méglichkeit normaler Funk- 
tion. Der gewonnene Zeitraum ist fiir das 
Austragen und die erfolgreiche Beendi- 
gung von ein bis zwei Schwangerschaften 
vollig ausreichend, und wenn as dazu 
kommt, ist es sowho] fiir die Patientin als 
auch fiir den Arzt ein héchst erfreuliches 
Ereignis. 


Postgraduate Surgical Courses to be Presented in English by 
Vienna Academy of Medicine 
in Cooperation with the Medical Faculty of the University of Vienna 


and the International College of Surgeons 


In cooperation with the International College of Surgeons, the Vienna 
Academy of Medicine offers intensive courses in surgery. These courses are 
given throughout the year and usually begin on the first of each month. The 
opportunities for individual and special instruction in cadaver surgery in 
Vienna are exceptional. The curriculum pertaining to allied surgical subjects 
is very comprehensive. Postgraduates recommended by the International 
College of Surgeons will be given every possible consideration and attention. 
For further details, please apply to the Journal. 
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Surgical Treatment of Bilateral Lithiasis 


SAVA PETKOVIC, M.D. 
BELGRADE, YUGOSLAVIA 


the surgeon with problems identical 

with those of unilateral lithiasis, but, 
in addition, it often presents special prob- 
lems resulting from the gravity of the 
disease. 

In the course of the past six years this 
clinic has had 110 cases of bilateral lithia- 
sis, amounting to 10 per cent of all cases 
of renal lithiasis. There was an increased 
frequency of bilateral lithiasis during the 
three or four years following the Second 
World War (1945-1948). The First World 
War, also, was followed by a wave of 
lithiasis, which is explained by bad and 
difficult living conditions in wartime. As 
our clinic is the only urologic center for 
a population of 7,000,000 I am convinced 
that the frequency observed is real. 

Bilateral lithiasis places before the sur- 
geon a number of complex problems, of 
which those following deserve mention: 

1. The etiologic problem. For adequate 
treatment of bilateral lithiasis, one must 
be well aware of the etiologic factors and 
try to eliminate them, as bilateral lithiasis 
menaces not only the kidney, but the or- 
ganism also. 

2. The functional problem. Functional 
explorations must be as meticulous as 
possible, for the surgeon must know not 
only the separate functional state of each 
kidney but the total function, which is 
much more often troubled with bilateral 
than with unilateral lithiasis. 

3. The problem of indications. Pyelo- 
graphic study is useful not only with re- 
gard to indications but in the planning of 
the operative work to be done. This is of 
great importance, for operations on. the 
kidney are much more responsible when 
the surgeon deals with bilateral lithiasis. 


B tte surzeon renal lithiasis confronts 
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In determining the indications, the sur- 
geon must be much more careful with bi- 
lateral than with unilateral lithiasis. 

4. The problem of conserving the kidney. 
Again the surgeon must likewise be much 
more presevering with bilateral than with 
unilateral lithiasis. 

5. The problem of renal function. In the 
immediate postoperative period, the sur- 
geon is much more concerned over the 
renal function ‘in a patient with bilateral 
lithiasis than in one whose condition is 
unilateral. 

6. The problem of recurrence, toward 
which the tendency is strong. The surgeon 
must be persevering in the suppression of 
factors leading thereto (stasis, infection). 


The Calculi—The volume, number, po- 
sition and structure of the calculi must 
be considered in determining cause and 
evolution, for this will facilitate treat- 
ment. 

As regards the number of calculi, our 
clinic has encountered multiple lithiasis 
on both sides in 57 cases; multiple lithia- 
sis on one side and solitary lithiasis on 
the other in 25 cases, and solitary lithiasis 
on both sides in 28 cases, 

This shows the real gravity of this 
lithiasis. The multiplicity of calculi on 
both sides in more than half of the cases 
proves the strong tendency towards forma- 
tion of calculi, as well as to alteration of 
the functional and anatomic state of the 
kidney. 

With regard to the disposition of the 
calculi, they were symmetric in 103 cases 
and asymmetric in 7. 

The term “symmetric lithiasis” indi- 
cates a certain similarity on the two sides 
as regards the anatomic structure of the 
kidney and the number, position, volume 
and evolution of the calculi. Particular 
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attention should be paid to the evolution 
of the lithiasis, for it is the evolution that 
best shows the symmetry of bilateral 
lithiasis. 

Types of Bilateral Lithiasis.—In treat- 
ing bilateral lithiasis at the clinic we have 
been able to make some conclusions that 
permit us to distinguish certain types of 
bilateral lithiasis. This is of great help 
both in the investigation of the cause and 
in the treatment itself. Here are some 
types: 

1. There may be a multitude of small 
round uric calculi, eliminating themselves 
easily through the natural passages. Such 
processes last for years and depend on 
overalimentation, as is the case with many 
“great eaters” living in the Pannonian 
Plain of our country, where cholelithiasis 
also shows an enormous frequency. 

2. Lithiasis may occur in persons im- 
mobilized by fractures, especially by bone 
injuries in war. Immobilization is the 
cause of certain conditions that facilitate 
the appearance of lithiasis in the urinary 
passages, Several phenomena are involved 
here: decalcification of the entire immo- 
bilized skeleton, increased elimination of 
calcium through the urine (hypercalcu- 
ria), change of solubility of the salts in 
the urine (caused by hypercalcuria), in- 
fection of the heart of the fracture, caus- 
ing an abundant elimination of microbic 
toxins, as well as the passage of microbes 
through the kidneys, which undergo slow 
necrobiosis at the top of the papilla. This 
again creates the possibility of incrusta- 
tion, i. e., the beginning of the formation 
of a calculus. 

We have had 40 cases of lithiasis in im- 
mobilized persons. In 32 cases the lithia- 
sis was renal, and in 11 of these it was bi- 
lateral. 

The lithiasis occurring in persons im- 
mobilized for various other illnesses, and 
the lithiasis observed in overfed persons 
have similar causes. 

3. Massive bilateral lithiasis may be 
based on hyperparathyroidism. This type 
of lithiasis must be borne in mind in the 
presence of massive, bilateral and reci- 
divous lithiasis. The frequency of lithiasis 
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with hyperparathyroidism has been esti- 
mated at 81 per cent (Chute), while others 
have noted it in 47 of 67 cases (Cope) 
and in 14 ot 18 cases (Cook and Keating). 
Nevertheless, hyperparathyroidism does 
not account for a large percentage of cases 
of lithiasis taken in general. Hypercal- 
cemia, hypercalcuria, hypophosphatemia 
and hyperphosphaturia are characteristic 
of the metabolic troubles associated with 
hyperparathyroidism. Checking cal- 
curia and phosphatemia dosages in 40 
cases of bilateral lithiasis, I observed hy- 
percalcemia in only 8, whereas hypophos- 
phatemia amounted to a deficiency of less 
than 2.5 mg. in 6 cases and between 2.5 
and 3 mg. in 4 cases. But there are also 
cases of latent hyperparathyroidism, in 
which metabolic troubles are not so signifi- 
cant. This compels one to be alert to the 
possibility of hyperparathyroidism when 
dealing with bilateral lithiasis showing 
strong and prompt recidivism. 

4. Coralliform bilateral lithiasis may 
occur, molding the calyces. This lithiasis 
develops quickly and tends to fill the caly- 
ces completely; the calculi, if multiple at 
the beginning, soon melt together. The 
growth of the calculi and the recurrent 
tendency are so strong that the operation 
will inevitably be followed by repeated re- 
lapses. The reasons are metabolic troubles 
—that is to say, this kind of lithiasis is 
based on general factors; local (renal) 
factors have but little bearing on the cause. 
Investigations in the direction of hyper- 
parathyroidism give negative results. 

This lithiasis can remain little infected, 
even almost septic, for a long time, with 
renal function normal or little troubled. 
Later it becomes clearly infected; renal 
function is disturbed, and renal] sclerosis 
cannot be suppressed even after ablation 
of the calculi. Recurrence inevitably fol- 
lows the operation if such an operation was 
performed before the end of this process. 
On the other hand, if the lithiasis reaches 
stabilization and if the kidneys are not 
altered too much, an operation may turn 
out successful. Such stabilization, how- 
ever, sets in only in patients aged about 
60. 
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5. Bilateral lithiasis may occur with 
small, unequal, faceted, mobile calculi of 
the size of a peanut or smaller, and early 
dilatation and infection of the renal cavi- 
ties. Incrustations at the top of the papil- 
la accompany this lithiasis and remain the 
cause of recurrence, Infection and dilata- 
tion of the renal cavities do not recede 
after ablation of the calculi. It is very 
difficult to suppress this lithiasis, which 
is particularly frequent in Southern Yugo- 
slavia, in Macedonia, where the climate is 
dry and hot, and food in general is poor. 

6. Oxalic or uric lithiasis may occur, in 
which the calculi remain small and elimi- 
nate themselves spontaneously, accompa- 
nied by renal colic. Recidivism is possible, 
but the tendency toward elimination is so 
strong that the patients, although they 
may suffer for years, may finally recover 
without an operation. 

7. Bilateral lithiasis may be associated 
with solitary calculi on both sides which 
remain solitary. Renal function is con- 
served; infection is weak and intermit- 
tent. Ablation of the calculus solves the 
problem and suppresses the lithiasis. Re- 
currence is rare. 

In making this classification I took the 
following factors into consideration: (a) 
the aspect of the calculi; (b) the tendency 
of the calculi towards growth, fusion and 
elimination; (c) the disposition and vol- 
ume of the calculi; (d) the anatomic state 
of the renal cavities; (e) the functional 
state of the kidneys; (f) infection and sup- 
puration; (g) the tendency toward recur- 
rence, and (h) the evolution of the calculi. 

This division of bilateral lithiasis into 
types is an attempt to facilitate treatment 
and to impress the urologist with the fact 
that he must not look for identical factors 
in studying the causes of lithiasis in vari- 
ous cases. 

The Kidney and the Pelvis.—The ana- 
tomic state of the kidney in the presence 
of bilateral lithiasis may remain unaltered 
for a long time, or it may be gravely 
affected. The following variations have 
been observed : 

1. The condition is good on both sides. 
This is the case with small solitary calculi 
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that either eliminate themselves spontane- 
ously or remain in the kidney, causing 
intermittent colic. Even solitary calculi 
of considerable size can leave the renal 
cavities intact, as the upper urinary ves- 
sels remain open. 

2. On one side there may be a solitary 
calculus, with multiple lithiasis on the 
other. The first kidney is normal or almost 
normal; the second is altered by dilatation 
and infection. The lithiasis is asymmetric. 

3. The lithiasis may be multiple on both 
sides, the cavities being dilated and in- 
fected. The anatomic and functional state 
is gravely affected bilaterally. The lithia- 
sis is symmetric and serious. 

4. The lithiasis may be coralliform on 
both sides. The cavities remain undilated 
for a long time, and infection may remain 
insignificant. Renal sclerosis advances 
slowly. If this type of lithiasis begins in 
youth, renal insufficiency will shorten life; 
if, however, it sets in at a certain later 
age, it will hardly affect the patient’s life 
expectancy. 

5. On one side there may be solitary 
or multiple lithiasis but a good anatomic 
condition, and on the other side calculous 
pyonephrosis. In terms of time the evolu- 
tion is asymmetric, for the side that is 
little affected may show a tendency to 
suppuration, but evolution on that side 
is much slower. 

6. Infection as well as dilatation may be 
grave on both sides. The renal tissue is 
greatly reduced; the kidneys are working 
with their maximum force. This is the 
final phase of bilateral and usually multiple 
lithiasis. 

Suppuration complicates treatment, en- 
courages recurrence and disturbs renal 
function. It is the cause of complications 
arising in the course of evolution (pyelo- 
nephritis, abscess of the kidney, pyoneph- 
rosis, perinephritis). Suppuration is more 
frequent with bilateral than with uni- 
lateral lithiasis. In this series our find- 
ings were: suppuration was absent or 
negligible in 30 cases; weak but persistent 
in 34, and was considerable in 46. 


Renal Function.—Renal function may 
follow any of the patterns here listed: 
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1. The function is normal or almost 
normal on both sides. This is the case 
with solitary bilateral lithiasis. Multiple 
lithiasis can, at the beginning, leave the 
kidneys intact. 

2. On one side the function is normal 
or little troubled; on the other it is plainly 
altered. 

3. On one side the function is normal or 
little troubled ; on the other it is completely 
abolished (pyonephrosis, hydronephrosis) . 


4. The function is altered on one side | 


and completely abolished on the other. © 

5. The function is plainly altered on 
both sides. This leads to grave renal in- 
sufficiency. 

Alteration in function is not only the 
result of progressive evolution, whether 
slow or fast, of bilateral lithiasis, but is 
caused also by unforeseen complications 
(acute infections, frequent or complete ob- 
structions). 

Medical Treatment.—Medical treatment 
of bilateral lithiasis is indicated in the 
following circumstances: 

1. When the calculi are smal] and can 
be eliminated through the natural pas- 
sages. 

2. When the calculi have formed in im- 
mobilized or overfed persons, or in asso- 
ciation with bone injuries. Here, treat- 
ment should be carried on by medical 
means only as long as the etiologic factors 
exist. 

3. When the calculi have altered renal 
function to such an extent that the kidneys 
would be incapable of coping with the 
postoperative work. 

4. When there are bilateral coralliform 
calculi causing only minor disturbance of 
urinary elimination. 

5. When medical treatment can improve 
the condition of the better kidney so much 
that surgical intervention at the other 
kidney is made possible at a later date. 

6. When the patient’s general condition 
does not favor an operation, so that only 
medical treatment is left. 

The medical methods are the same as 
those employed for unilateral lithiasis. 
Emphasis is placed on the use of antibiot- 
ics and antiseptics, as well as the practice 
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of pelvic lavage with G é M Solution 
(Albright and others). 

Operative Treatment.—The bilaterality 
of the lithiasis compels the surgeon to pro- 
ceed to adequate, prudent treatment with- 
out delay. The surgeon must determine 
the indications for treatment, choosing at 
the same time the method, the time and 
the side of intervention. 

Choice of the Side: Although there are 
surgeons who operate on the two sides si- 
multaneously (Hryntschak, Priestley and 
Schulte, Gibson), the majority operate on 


.one side only. In choosing the side for the 


first operation, the surgeon may be guided 
by following schemes: 

1. The calculus is solitary on both sides; 
renal function is good on both sides; the 
surgeon may operate on either. 

2. On one side the calculus is solitary 
and function is good. On the other side the 
calculi are multiple and function is dis- 
turbed. The surgeon must intervene on 
the first (better) side in order to preserve 
that kidney, as it is possible that the other 
may have to be removed later. 

3. The lithiasis is multiple on both sides, 
and renal function is disturbed to an equal 
extent on either. The surgeon may operate 
on either side, but he will choose the side 
that appears to him to be a little better, 
or the side on which the intervention will 
be easier. 

4. The lithiasis is multiple on both 
sides, but on one side there are complica- 
tions menacing the kidney and even the 
patient’s life (perinephritis, abscess of the 
kidney, febrile pelvic retention). The sur- 
geon must first perform a nephrostomy 
(or, exceptionally, a nephrectomy) on the 
side showing the complications. Under 
cover of the nephrostomy, he can, later on, 
operate on the other kidney. 

5. Both kidneys are altered, but one of 
them shows greater changes and at the 
same time more suppuration. It is this 
kidney that must be operated upon, in 
order to enable the other to maintain the 
total rena] function when the operatively 
treated kidney (the worse one) undergoes 
a considerable diminuation of its function 
during the postoperative period. 
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6. The lithiasis is coralliform on both 
sides and makes virtual “moldings” of the 
calyces. Renal function remains good, and 
urine elimination is not disturbed or is 
disturbed but slightly. Intervention is 
difficult; suppuration is negligibly small, 
and the surgeon will do best to abstain. 
If, however, despite its coralliform ap- 
pearance, the lithiasis shows multiple cal- 
culi filling the renal cavities and remaining 
divided in several groups molding the pel- 
vis and the calyces, and if the patient is 
about 60 years old, with the “diathesis” 
apparently ended and suppuration weak, 
the surgeon must operate on one side (it 
makes no difference which) in order to 
preserve at least one kidney. 

7. The lithiasis is renal on one side and 
ureteral on the other. The first operation 
should be performed on the urether. 

8. The lithiasis is ureteral on both 
sides. The surgeon will first operate on 
the side with complications (obstruction) 
and shortly thereafter on the other. In 
exceptional cases the two sides may be 
operated on at the same time. 

9. On one side the calculus is situated 
in the ureter; on the other, both in the 
ureter and in the kidney. The first opera- 
tion should be done at the side of the ure- 
teral lithiasis. Should the reno-ureteral 
lithiasis, however, be lodged in the kidney 
and the upper part of the ureter, it would 
appear more convenient to operate on that 
side, removing the ureteral and the renal 
calculi simultaneously. 

Choice of the Time: In the case of bi- 
lateral lithiasis the surgeon will proceed 
to the operation after having duly carried 
out al] examinations and necessary prepa- 
rations of the patient. Depending on the 
case, he will have to make preparations 
with antibiotics (parenteral application 
or lavage of the pelvis). He must make a 
good estimate of the strength of the kid- 
neys as regards their performance during 
the postoperative overload. 

Choice of Method: With bilateral lithia- 
sis this is more or less the same as with 
the unilateral condition, but on the whole 
it can be said that the surgeon should in- 
crease his efforts in the direction of con- 
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serving the kidney. 

Nephrectomy must be avoided at all 
costs. It can be legitimate only in cases 
of renal complications menacing the pa- 
tient’s life (heavy suppurations, heavy 
hemorrhages after nephrotomy). 

Pyelotomy is always to be preferred to 
nephrotomy if the surgeon can operate on 
one side only (advanced age). 

In view of the frequent suppurations 
associated with bilateral lithiasis, the sur- 
geon should not hesitate to make a neph- 
rostomy, which will permit him to per- 
form lavages with G or M Solution 
through the nephrostomy drain. 

The Results—There are few publica- 
tions on the results of operations for bi- 
lateral lithiases. Cifuentes and Brongers- 
ma reported some results at the Second 
Congress of the International Urologic 
Society in Rome, in 1924. Cifuentes had 
a mortality rate of 20 per cent for the 
cases in which one side only had been 
operated on and 15 per cent for the cases 
in which operation was done on both sides 
(3 dead out of 20). The same author gave 
also the results in 15 cases in which neph- 
rectomy had been done on one side and 
conservational operations on the other, 
with a mortality rate of 20 per cent and 
a recurrence rate of 15 per cent. Brongers- 
ma operated in 36 cases of bilateral lithia- 
sis, performing altogether 65 operations 
(45 nephrotomies, 3 pyelotomies, 17 neph- 
rectomies), and lost 7 patients, which 
amounts to a mortality rate of about 10 
per cent. 

My own results are as follows: 

Both sides operated on, 17 cases; 2 
deaths (11.75 per cent). 

One side operated on, 42 cases; 5 deaths 
(12 per cent). 

No operation, 36 cases. 

Spontaneous emission of the calculi, 15 
cases. 

The following operations were per- 
formed: 38 pyelotomies, 33 nephrotomies 
or pyelonephrotomies, 5 nephrectomies, 
10 ureterotomies, and 2 operations on 
which no data are available. The mortali- 
ty rates by method of operation were: 
pyelotomies, 4 of 38 (10.6 per cent) ; 
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nephrotomies, 3 of 33 (9 per cent); 
(5) and_ ureterectomies 


nephrectomies 
(10), 0. 

The total mortality can be summed up 
as follows: Of 110 patients, 7, or 6.36 per 
cent, died at operation (8 per cent of 86 
operative cases). Seven patients died 
without operation, bringing the total mor- 
tality rate to 12.7 per cent. This clearly 
underlines the gravity of bilateral lithia- 
sis. 

Recurrence.—Because of the frequency 
of multiplicity and infection in cases of 
bilateral lithiasis, it is quite understand- 
able that the tendency to recurrence is 
very strong. For lithiasis in general 
Marion recorded the following figures: 
(a) For noninfected lithiasis: 7 per cent 
of relapses with renal, and 2 per cent with 
pelvic, lithiasis; (b) for infected lithiasis 
with dilated cavities, 45 per cent. S. Joly 
noted similar figures: 3.7 per cent for 
pyelotomy when there was neither infec- 
tion nor dilatation, 20 per cent when in- 
fection was present, and 48 per cent when 
both infection and dilatation of the renal 
cavities were in evidence. Of 24 cases of 
bilateral lithiasis observed for a certain 
time, Brongersma noted relapses in 15, 
or 60 per cent. Braasch fixed the percent- 
age of recurrence of unilateral lithiasis 
at 10 per cent and that of bilateral lithia- 
sis at 20 per cent. It is rather rare for 
lithiasis to appear in the remaining kid- 
ney after a nephrectomy done because of 
lithiasis, though Cifuentes cited an in- 
cidence of 15 per cent. 

Of 59 patients treated in 86 operations 
at this clinic 12 relapsed, which indicates 
a frequency of 20 per cent, but a number 
of patients could not be seen again, so 
that this frequency does not give a true 
picture and must be considered higher. 

From the standpoint of operative tech- 
nic, operations on recidivous calculi are 
very difficult. I did 16 such operations 
for bilateral lithiasis; 2 of the patients 
died. These two losses are the only ones 
that occurred from 65 secondary renal 
operations performed by me during the 
last five years. The technical methods of 
secondary operation on the kidney have 
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been presented by me in Lagenbeck’s 
Archiv and in Urologia. 


COMMENT 


In the course of the past six years, 110 
patients with reno-ureteral bilateral lith- 
iasis have been treated at the Urologic 
Clinic in Belgrade. 

Bilateral renal lithiasis has some etio- 
logic peculiarities, important in exami- 
nation of the functional and anatomic 
status of the kidneys, in the choice of in- 
dications for treatment and in th? treat- 
ment itself. Bilateral lithiasis is a serious 
problem for the surgeon, as it menaces 
not only the kidney but the patient’s life. 

Observing the evolution of bilateral 
lithiasis, one can see that it shows a cer- 
tain symmetry on both sides. 

Studying the etiologic background, the 
morbid anatomic picture and the spon- 
taneous or postoperative evolution of the 
disease, I have been able to trace the vari- 
ous types of bilateral lithiasis, On the 
one hand are those varieties of bilateral 
lithiasis in which the whole evolutionary 
course shows a certain benignity (soli- 
tary calculi, slight infection) and the 
operation has every chance of success, 
making possible the recovery of the pa- 
tient. The same is true of lithiasis occur- 
ring in immobilized persons, in whom sub- 
sequent mobilization often removes the 
causes of calculus formation. On the other 
hand one is confronted with bilateral 
lithiasis for which all treatment is diffi- 
cult, recurrence is frequent, infection is 
persistent and tenacious, and the func- 
tional and anatomic status of the kidneys 
are progressively altered. Such lithiasis is 
malignant and brings about the patient’s 
death after years. 

It is evident that the etiologic factors 
in bilateral lithiasis are much more gen- 
eral than local. In this sense there is a 
certain difference as compared with the 
causes of unilateral lithiasis. 
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Of 110 cases of bilateral reno-ureteral 
lithiasis, operation on both sides was per- 
formed in 17 cases and on one side in 42 
cases. In 15 cases spontaneous emission 
ended the evolution of the lithiasis. In 
36 cases no operation was performed. 

The operations performed were pye- 
lotomy in 38 cases, nephrotomy or peylo- 
nephrotomy in 33, nephrectomy in 5, and 
ureterotomy in 10. A total of 86 opera- 
tions has been performed on 59 patients. 
There were 7 operative deaths (6.36 per 
cent). 

Of 59 patients, subjected to operation, 
12 have had recurrences (20 per cent). 


RIASSUNTO 


Su 110 casi di calcolosi renoureterale 
bilaterale, 17 furono operati bilateralmen- 
te, 42 da un lato solo. In 15 casi il calcolo 
fu emesso spontaneamente. In 36 casi non 
fu eseguito alcun intervento. 

In 38 casi fu eseguita una pielotomia, in 
33 una nefrotomia o una pielonefrotomia, 
in 5 una nefrectomia, in 10 un uretero- 
tomia. I] totale d’interventi su 59 pazienti, 
fu di 86. Le morti operatorie furono 7 
(6,36%). 

Dei 59 pazienti operati, 12 ebbero reci- 
dive (20%). 


RESUMEN 


En 110 casos de litiasis reno-ureteral, se 
llev6 a cabo operacion bilateral en 17 casos 
y unilateral en 42 casos. En los 15 casos, 
una emisiOn espontanea culmin6o la evolu- 
cién de la litiasis. En 36 casos no se llevé 
a cabo ninguna operacion. 

Las operaciones que se practicaron fu- 
eron: pielotomia en 38 casos, nefrotomia 
y pielonefrotomia en 33 casos, nefrectomia 
en 5 casos y ureterotomia en 10 casos. En 
59 pacientes se llev6 a cabo un total de 86 
operaciones. Hubieron 7 muertes_ post- 


operatorias (6.36 por ciento). 

De los 59 pacientes sometidos a opera- 
cién, 12 presentaron recidivas (20 por 
ciento). 
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RESUME 


Sur 110 cas de lithiase réno.u térale, 
lopération fut pratiquée 17 fois } tatu ale 
et 42 fois unilatérale. 30 cas ne sub:rent 
aucune intervention. Les opérations ont 
varié selon les cas. I] y en 20% de récidive. 


ZUSAM MENFASSUNG 


Unter 110 Fallen mit doppelseitiger 
Harnsteinerkrankung der Nieren und 
Harnleiter wurde in 17 Fallen eine Opera- 
tion an beiden Seiten und in 42 Fallen an 
einer Seite ausgefiihrt. In 15 Fallen fiihrte 
die spontane Ausscheidung der Steine zur 
Beendigung der Erkrankung. In 36 Fallen 
wurde keine Operation vorgenommen. 


Die ausgefiihrten Operationen bestand- 
en in 38 Fallen in einer Pyelotomie, in 33 
Fallen in Nephro- oder Pyelonephrotomie, 
in 5 Fallen in Nierenresektion und in 10 
Fallen in Harnleiterspaltung. Im Ganzen 
wurden 86 Operationen an 59 Kranken 
vorgenommen. Die Zahl der chirurgischen 
Todesfille betrug sieben (6,36%). 

Bei 12 von den 59 operierten Kranken 
kam es zu Riickfallen (20%). 
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Treatment of 


Slipping of the Upper Femoral Epiphysis 


physis is due to softening and hyper- 

vascularity at the juncture of the 
capital epiphyseal plate and the femoral 
neck. The slipping may be sudden or grad- 
ual, slight or marked, and often there are 
several successive slips. As soon as slip- 
ping occurs there is a tendency toward 
healing by filling in with callus at the in- 
ferior and posterior angle between the 
displaced head and the neck. However, 
healing at the epiphyseal plate is slow, 
and the callus is usually not strong enough 
to prevent further slipping until the dis- 
ease at the epiphyseal plate is healed or 
until the epiphyseal plate is closed, with 
solid bony union between the head and the 
neck. 

The treatment of slipping of the upper 
femoral epiphysis dates back at least to 
1888, when Keetley performed a subtro- 
chanteric osteotomy for correction of the 
deformity. The disease had undoubtedly 
been treated many years earlier, under 
various diagnoses, but was apparently 
first recognized as a separate entity by 
Brousseau in 1867. The primary purpose 
of surgical treatment in the four decades 
following Keatley’s osteotomy was the cor- 
rection of deformity, either at the site of 
slipping by closed or open reduction, or 
indirectly by osteotomy through the neck 
or below the trochanters, In some cases 
the treatment was restriction of weight 
bearing, with or without immobilization, 
in order to give the disease a chance to 
heal. Ferguson and Howorth, in 1931, 
proposed that the early slips be treated 
by a bone-pegging operation to produce 
prompt exeresis or closure of the epi- 
physeal plate, and reported 1 case. Since 
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that time the operation has been done on 
more than 200 hips, and ample time has 
elapsed for study of the late results in a 
large number of cases. During the same 
period internal fixation has been extensive- 
ly used as a means of preventing further 
slipping as well as for maintaining re- 
duction. 

A series of cases in which the condition 
was variously treated is here summarized 
and illustrated. 

CASE 1.—In this case a moderate slip oc- 
curred in a boy aged 14, with no treatment 
and a good result. A roentgenogram (Fig. 
1A) was taken in July 1946 and showed 
moderate slipping downward and forward. 
The epiphyseal line was wide, with irregular 
decalcification on the distal side. Another film 
(Fig. 1B), taken in September 1949, three 
years later, showed that the lesion had healed 
nicely without treatment and without degen- 
erative changes in the femoral head. The pa- 
tient had no pain and no disability, and his 
limp was negligible. Abduction and internal 
rotation were slightly limited. This is the 
usual result when no treatment is given. 
Osteoarthritis may develop eventually because 
of incongruity of the head-neck juncture with 
the superior acetabular margin, but the symp- 
toms will be slight, at least until middle life. 
The effects of treatment should be evaluated 
both in relation to the results observed when 
no treatment is given and in terms of the 
normal hip. 

CASE 2.—The patient was a girl aged 13, 
and symptoms had been present for three 
months. The index of motion was 95. Treat- 
ment in this case consisted of partial closed 
reduction of a moderate downward slip, with 
immobilization in a cast. The result was fair, 
as is usual with this type of treatment. 

A roentgenogram (Fig. 2A) was taken on 
Sept. 24, 1930. There was posterior displace- 
ment, as was indicated by the shallow femoral 
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Fig. 1 (Case 1).—Moderate slip with no treatment. See text for explanation. 


head and the elliptic epiphyseal line. The pa- 
tient was treated with bed rest for six months, 
after which she resumed weight bearing. The 
epiphyseal line appeared to be healed. A sec- 
ond film (Fig. 2B) was taken on November 
4, three weeks after the recommencement of 
weight bearing. There was a _ pronounced 
further slip, indicated by the new position of 
the femoral head and the zones of callus. Heal- 
ing with bed rest alone is likely to require 
many months, so a closed reduction was at- 
tempted on November 17, with partial reduc- 
tion of the downward dislocation. A double 
plaster spica was worn for three months. On 
March 5, 1931, four months after reduction, a 
third film was taken (Fig. 2C) and showed 
the epiphyseal plate healed and closing. There 
were mild degenerative changes in the head, 
and the joint space was slightly thinned. A 
fourth film (Fig. 2D), taken in November 
1932, two years after reduction, showed the 
epiphyseal plate closed and obliterated. There 
was moderate decalcification at the hip; slight 
irregular ossification was present, and the 
joint space was thin superiorly. Pain, limp 


and disability were present. The index of mo- 
tion was 50. In October 1945, fifteen years 
after reduction, a film (Fig. 2) showed the 
contour of the femoral head to be irregular, 
with moderate marginal lipping. Ossification 
was slightly irregular, and the joint space was 
thin superiorly. Pain, limp and disability had 
increased. The index of motion was 40. 
CASE 3.—The patient was a boy aged 14. 
Symptoms had been present for five months, 
and the index of motion was 22. Reduction 
was accomplished by strong traction and 
plaster immobilization, with a fair clinical 
and anatomic result, one of the better results 
of this type of treatment. Degenerative 
changes, however, developed in the femoral 
head, and the result became much worse. A 
roentgenogram (Fig. 3A) taken on March 9, 
1931, showed the head displaced downward 
and posteriorly 34 inch (1.9 cm.). Two zones 
of callus indicated an old slip as well as a 
fresh one. The joint space was normal. Closed 
reduction by strong traction was performed 
on March 11, with immobilization in a double 
plaster spica for three months. A second film 
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Fig. 2 (Case 2).—Closed reduction with plaster immobilization. See text for explanation. 


(Fig. 3B), taken on June 23, three months 
after the operation, showed a fair reduction, 
with slight downward and moderate posterior 
displacement. The epiphyseal line had healed 
and was closing. A third film (Fig. 3C) was 
taken on Nov. 18, 1933, two and a half years 
after reduction. This showed the epiphyseal 


line closed and obliterated. The femoral head 
was healthy; the deformity was unchanged. 
The index of motion was 34. In April 1945, 
fourteen years after reduction, a fourth roent- 
genogram (Fig. 3D) showed moderate cystic 
changes in the head and the acetabular roof. 
The joint space was thinned superiorly. The 
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Fig. 3 (Case 3).—Strong traction and plaster immobilization. See text for explanation. 
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index of motion was 20. Moderate pain and 
disability were still present. 

CASE 4.—The patient was a boy aged 13 
whose symptoms had been present for three 
weeks. The index of motion was 45. Treat- 
ment was by closed reduction and fixation 
with a Smith-Petersen nail. There was a 
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good anatomic and clinical result, usual with 
this type of treatment, with a fresh slip, no 
callus and no degenerative changes. The first 
roentgen film (Fig. 4A) taken on December 27, 
1940, showed the femoral head displaced down- 
ward 1% inch (1.2 cm.) and posteriorly 34 inch 
(1.9 em.). The epiphyseal line was wide, with 


Fig. 4 (Case 4).—Closed reduction and fixation with Smith-Petersen nail. See text for explanation. 
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Fig. 5 (Case 5).—Open reduction and plaster immobilization. See text for explanation. 


1941. A roentgenogram (Fig. 4B) was taken 
on January 17, nine days after the operation, 
and revealed the reduction to be fairly good, 
though slight downward and moderate pos- 


irregular distal decalcification. The joint space 
was normal. Closed reduction with traction, 
internal rotation, abduction and Smith-Peter- 
sen nail fixation was performed on January 8, 
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terior displacement remained, owing to the 
old callus. The nail was well placed, and the 
epiphyseal line was healing. A third film (Fig. 
4C), taken on June 18, five months after re- 
duction, showed the epiphyseal line healed and 
closed and the head healthy. In April 1945, 
four and a half years after reduction, a fourth 
roentgenogram (Fig. 4D, E) showed the epi- 
physeal line obliterated, the head healthy and 
the joint space normal. The nail had been re- 
moved. There were slight residual deformity 
and moderate lipping at the posterior margin. 
The patient had no pain and no limp and was 
working as a messenger. The index of motion 
was 95. 

CASE 5.—A youth aged 17, whose symp- 
toms had been present for six months and 
whose index of motion was 48, was treated 
by open reduction with plaster immobiliza- 
tion. The femoral head was separated from 
the neck at operation. A fair anatomic and 
clinical result, average for this type of treat- 
ment, was obtained. A roentgenogram (Fig. 
5A) taken on October 3, 1932, showed the 
femoral head displaced downward %4 inch 
(1.9 cm.) and posteriorly % inch (1.2 cm.). 
The shaft was in external rotation. The epi- 
physeal line was wide, irregular and decal- 
cified, but healing. A mature callus was pres- 
ent in the inferior angle. The joint space was 
normal. Open reducton was performed on 


October 31, and a double plaster spica was 
A second film 


employed for three months. 


Fig. 6 (Case 6).—Open reduction and nailing. See text for explanation. 
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(Fig. 5B), taken on April 22, 1933, six months 
after the operation, showed the femoral head 
well reduced into slight valgus. The epiphyseal 
line had healed and closed. There was slight 
decalcification of the head. The joint space 
was thin. A third film (Fig. 5C) was taken 
on December 27, fourteen months after the 
operation. This showed the epiphyseal line 
to be obliterated; the femoral head was flat 
latorally, with irregular decalcification of the 
lateral fourth. The joint space was very thin. 
A fourth film (Fig. 5D), taken on September 
24, 1938, six years after the operation, revealed 
the head to be bell-shaped and well ossified. 
The joint space was thin. There was lipping 
at the margins of the head. The neck was 
short, and the shaft was in external rotation. 
Slight pain and limp remained, but the patient 
was active. The index of motion was 40. 
CASE 6.—A boy aged 14, whose symptoms 
had been present for four months, was treated 
by open reduction, separation of the fem- 
oral head from the neck and fixation with 
a nail. A poor clinical and roentgenograph- 
ic result was obtained because of damage 
to the circulation of the head. A roentgeno- 
gram (Fig. 6A) taken on February 20, 1940, 
showed the head displaced downward 1 inch 
(2.5 em.) and posteriorly 1 inch (2.5 em.). 
Mature callus was present inferiorly. The 
epiphyseal line was healed and probably closed. 
The joint space was normal. Open reduction 
with nail fixation was performed on February 
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28. On April 5, 1940, six weeks after the oper- 
ation, a roentgenogram (Fig. 6B) showed 
good reduction in slight valgus, but there was 
slight downward and posterior displacement. 
The epiphyseal line was healing and closing. 
There was slight decalcification. A third film 
(Fig. 6C), taken on September 27, seven 
months after the operation, revealed the head 
to be flat superiorly and the cortex irregular. 
There was irregular decalcification. The joint 
space was very thin. Pain, limp and disability 
were present. The index of motion was 17. 
A hip fusion operation was performed in Octo- 
ber 1941. 

CASE 7.—In this case open reduction and 
fixation with a Smith-Petersen nail were 
employed. The patient was a youth aged 
17. Symptoms had been present for nine 
months. The index of motion was 45. A poor 
result was obtained clinically and roentgeno- 
graphically, with early degenerative changes. 
A roentgen film (Fig. 74) taken on December 
2, 1940, disclosed the femoral head displaced 
downward 34 inch (1.9 em.) and posteriorly 
to the same extent. There was mature callus 
in the inferior angle; the superior angle of 
the neck was rounded. The epiphyseal line 
was wide and irregular, but healing and par- 
tially united. Open reduction with Smith- 
Petersen fixation was performed on December 
2. A film (Fig. 7B) was taken on December 
9, one week later. The head was in valgus but 
displaced posteriorly; the shaft was rotated 
externally. The nail was well centered but 
entered the acetabulum. A third film (Fig. 
7C), taken on April 4, 1941, four months after 
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Fig. 8 (Case 8).—Open reduction and fixation with Lippman screw. See text for explanation. 


the operation, with the nail removed, showed 
the head flat superiorly, with an area of de- 
generation and decalcification suggestive of 
osteochondritis dissecans. The epiphyseal line 
was healed and closed. The joint space was 
very thin. Roentgenogram 7D, was taken on 
March 19, 1948, seven years after the opera- 
tion. The head was wedge-shaped and showed 
degenerative changes. The epiphyseal line was 
obliterated and the joint space very thin. 
There was slight lipping of the acetabular 
margin. 

CASE 8.—Open reduction, separation of the 
femoral head from the neck and fixation with 
a Lippman screw were employed in the treat- 
ment of a boy aged 13. The result, clinical 
and roentgenographic, was fair. There was 
early osteoarthritis. Acute symptoms had 
been present for four days. The index of mo- 
tion was 21. A roentgenogram (Fig. 8A) 
taken on August 14, 1936, revealed the head 
to be displaced downward %4 inch (1.9 ecm.) 
and posteriorly %4 inch (0.6 cm.). The epi- 
physeal line was wide and irregular. Mature 
callus filled part of the inferior angle and ap- 
peared to be a part of the neck, but there had 
been a further, very recent slip. The joint 
space was normal. Open reduction and fixation 
with a Lippman screw were performed on 
August 21. A second film (Fig. 8B) was taken 
on October 3, six weeks after the operation. 
The head was well reduced, with the screw 
well centered and secure. There was slight 
decalcification. The joint space was normal. 
The screw was removed two days later. A 
third film (Fig. 8C), taken on September 20, 
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Fig. 9 (Case 9).—Wedge osteotomy of femoral neck; fixation with Smith-Petersen nail. See text for 
explanation. 
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1939, three years after the operation, showed 
the head solidly united and the epiphyseal line 
obliterated. The head was bell-shaped and 
irregularly ossified, with marginal lipping. 
The head was subluxated laterally. 

CASE 9.—In this case wedge osteotomy of 
the femoral neck and fixation with a Smith- 
Petersen nail were employed. The circula- 
tion was preserved posteriorly. A fairly good 
initial anatomic and clinical result was ob- 
tained, followed by aseptic necrosis and a 
poor clinical result, not uncommon with this 
type of treatment. The patient was a boy 
aged 14, with symptoms of six months’ dura- 
tion. The index of motion was 50. A film 
taken on April 7, 1949 (Fig. 9A), showed the 
head displaced downward and posteriorly °% 
inch (1.6 cm.). The epiphyseal line was wide, 
with irregular decalcification. Zones of callus 
indicated an older slip and a fresh one. The 
joint space was normal. Wedge osteotomy of 
the neck was performed on April 8, the pos- 
cerior attachment and circulation being pre- 
served. Fixation with a Smith-Petersen nail 
was then done, and motion was started prompt- 
ly. Another film (Fig. 9B), taken on June 24, 


ten weeks after the operation, showed a mod- 


erately good reduction. One corner of the 
nail entered the articular cartilage of the head. 
The epiphyseal line had healed and was clos- 
ing. The head appeared healthy. Six months 
after the operation, on September 24, a third 
film (Fig. 9C) showed the epiphyseal line to 
be closed. There were degenerative changes 


Fig. 10 (Case 10).—Subtrochanteric osteotomy; plaster immobilization. 
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in the head, especially at its juncture with the 
neck superiorly. The joint space was thin. 
The index of motion was 40. Pain, limp and 
moderate disability were present. On October 
9, 1950, eighteen months after the operation, 
a fourth roentgenogram (Fig. 9D) showed 
the epiphyseal line obliterated. The degenera- 
tive changes were healing, with moderate resi- 
dual deformity. The index of motion was 30. 
The pain, limp and disability had increased. 
CASE 10.—Subtrochanteric osteotomy, with 
plaster immobilization, was employed in this 
case. The coxa vara was improved and ab- 
duction and internal rotation increased, but 
a new deformity occurred at the site of 
osteotomy. The patient was a boy aged 15, 
with symptoms of two years’ duration. The 
index of motion was 70. A roentgenogram 
(Fig. 104) taken on November 6, 1926, 
showed downward and posterior displacement 
of the femoral head to the extent of % inch 
(1.2 em.), with mature callus in the inferior 
angle. The epiphyseal line was wide and 
irregular but healing. The abrupt superior 
corner of the neck had been absorbed, as usual. 
The head appeared healthy. Subtrochanteric 
osteotomy was performed on May 10, 1927, 
with immobilization in a double plaster spica, 
the lower fragment being abducted and in- 
ternally rotated. On March 12 a second film 
(Fig. 10B) demonstrated the position of the 
fragments in the cast. A third film was taken 
in May 1930, three years after the osteotomy 
(Fig. 10C). The upper fragment had flexed, 


See text for explanation. 
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but there was solid union, with reduction of 
the varus and an increase in abduction and 
internal rotation. The epiphyseal line was 
closed. The head was healthy and the joint 
space normal. There was slight marginal lip- 
ping. 

In the remaining 4 cases, pegging opera- 
tions (Fig. 11) were employed, demon- 
strating, in each instance, the value of 
such procedures: 

CASE 11.—In Case 11 a pegging operation 
was employed for a slight slip, giving an 
excellent clinical and roentgenographic result, 
with no degenerative changes — the usual 
result of this operation. The patient was 
a boy aged 12, with symptoms of seven 
weeks’ duration. The index of motion was 80. 
Films (Fig. 12, A and B) taken on July 25, 
1946, showed slight posterior displacement. 
The epiphyseal line was wide and irregular, 
with distal decalcification. The pegging oper- 
ation was performed on August 26. Films 
taken on October 21 (Fig. 12, C and D), two 
months after the operation, showed the epi- 
physeal line healed and closed, the femoral 
head healthy and the pegs in the process of 
being absorbed. On February 25, 1947, six 
months after the operation, another film (Fig. 
12E) showed the epiphyseal line healed and 
closed, the head still healthy and the pegs 
continuing to be absorbed. There was no pain, 
limp or disability. The index of motion was 
100. 

CASE 12.—In this case, a bilateral pre-slip 
pegging operation was done. The clinical and 
roentgenographic result was excellent, with 
no degenerative changes. The patient had 
had pain and a limp for two weeks. Films 
of the left hip (Fig. 13, A and B) were taken 
on April 28, 1942. The epiphyseal line was 
wide and irregular, with decalcification on the 
distal side. The capsule was swollen. There 
was no displacement. The pegging operation 
was performed on May 27. Seven weeks later, 
on July 17, additional films (Fig. 13, C and 
D) showed the epiphyseal line healed and 
closing. The pegs were being absorbed, and 
the head was healthy. Two roentgenograms 
(Fig. 13, FE and F’), taken on March 6, 1944, 
two years after the operation, showed the epi- 
physeal line obliterated and the pegs incorpo- 
rated. The head and neck were healthy. There 
was no displacement. No symptoms remained. 
The index of motion was 90. 

CASE 13.—A bone pegging operation with 
no immobilization in this case yielded a very 
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Fig. 11.—Diagram of pegging operation. A, 
acetabulum; H, femoral head; N, femoral neck; 
E, epiphyseal plate; R, rectus tendon; L, labrum 
glenoidale; C, capsule; F’, triangular fenestration 
in neck near epiphyseal juncture; P, three bone 
pegs inserted across epiphyseal plate into femoral 
head, The pegging causes the lesion to heal with 
bony union of the epiphysis to the neck. (From 
Howorth, B.: Slipping of the Upper Femoral 
Epiphysis, Instructional Course Lectures, Ameri- 
can Academy of Orthopedic Surgeons. Ann Arbor, 
Mich.: J. W. Edwards Co., 1951 vol. 8). 


good clinical and roentgenographic result 
despite slight slipping. The patient, a boy 
aged 15, had had symptoms for seven months. 
The index of motion was 75. Roentgeno- 
grams (Fig. 14, A and B) taken on Feb- 
ruary 21, 1947, showed the femoral head dis- 
placed downward 1% inch (0.6 cm.) and pos- 
teriorly 14% inch (0.3 cm.). The epiphyseal 
line was wide and irregular. Mature callus 
was present in the posterior and inferior 
angles. The head was healthy and the joint 
space normal. On March 11 three bone pegs 
were placed across the epiphyseal plate, with 
no immobilization. Hip motions were begun 
on the second day. A second set of films (Fig. 
14, C and D), taken on May 10, two months 
after the operation, showed the epiphyseal line 
healed and closed, with no further displace- 
ment. The head was healthy and the joint 
space normal. On May 22, 1948, fourteen 
months after the pegging operation, roentgeno- 
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Fig. 12 (Case 11).—Pegging operation for slight slip. See text for explanation. 


grams (Fig. 14, E and F’) showed the epi- 
physeal line obliterated, the head healthy and 
the joint space normal. There was slight de- 
formity due to the original displacement. The 
index of motion was 90. There was no pain, 
no limp and no disability. The patient was 
active and able to engage in sports. 

CASE 14.—In this case an initial pre-slip 


pegging operation failed because the pegs 
did not cross the epiphyseal plate. The oper- 
ation was repeated successfully, with prompt 
healing and a good clinical and roentgeno- 
graphic result. There were no degenerative 
changes. The patient was a girl aged 10 
whose symptoms had been present for three 
weeks. The index of motion was 90. The 
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epiphyseal line was wide and irregular, with 
distal decalcification, as shown on a roentgeno- 
gram (Fig. 15A) taken on August 11, 1938. 
There was no displacement. The first opera- 
tion, pegging of the epiphysis, was performed 
on August 15. A roentgenogram (Fig. 15B) 
taken on April 13, 1939, eight months after 
pegging, showed no evidence of healing. The 
second pegging operation was done on May 
15. A film (Fig. 15C) taken three months 
after the second pegging showed the epiphyseal 
line healing and closing and the femoral head 
healthy. A fourth film (Fig. 15D), taken on 
December 7, 1940, eighteen months after the 
second pegging, showed the epiphyseal line 
obliterated, the head healthy and the joint 
space normal. There was no pain, limp or dis- 
ability, and the patient’s motions were normal. 


The results of the treatment depend 
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upon the stage at which the disease is 
treated, the method of treatment, and the 
manner of evaluating the results. Mere 
statistical statements are meaningless un- 
less the method of arriving at the statistics 
is known in detail. The results of the 
treatment of this disease without surgical 
intervention are not bad—indeed, they are 
often good, at least for many years. Asep- 
tic necrosis of the femoral head does not 
occur in the natural course of the disease, 
but it is a frequent complication of the 
surgical treatment and often has serious 
effects. The surgeon’s minimal aim should 
be to secure a result better than nature 
alone could accomplish. His real goal 
should be to secure a normal hip, using 
the strictest standards for evaluating the 


Fig. 13 (Case 12).—Pre-slip pegging operation. See text for explanation. 
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Fig. 14 (Case 13).—Pegging operation; no immobilization. See text for explanation. 


results, symptomatic, physical and roent- 
genographic. 

Statistical studies of the patients treated 
at the New York Orthopedic Hospital 
through 1946 and of my private cases have 
been reported, and details of the methods 
of study were given. Various methods of 
treatment were used. Since that time more 
than 50 additional patients have been 
treated. At this time the basic principles 
involved in the various forms of treatment 
will be discussed. 

Slipping of the upper femoral epiphysis 
may be treated successfully by bed rest 


alone, with free motion but no weight bear- 
ing. Slipping occurred in 1 such case, how- 
ever, when the youngster wrestled with 
his brother in bed. Slipping occurred in 
another such patient when she was allowed 
up after six months in bed. The period 
of healing is long with simple bed rest, 
especially with a young child or early in 
the course of the disease. Traction may 
be useful, with or without suspension, in 
relieving muscle spasm and pain during 
an acute phase. Prolonged traction is not 
necessary or advisable, especially if there 
is much interference with motion. Immo- 
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Fig. 15 (Case 14).—Pre-slip pegging operation. See text for explanation. 
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bilization in a plaster cast or other appa- 
ratus is likely to result in permanent re- 
duction of the range of motion. During 
the period of bed rest, particularly at the 
beginning, the hip should be flexed at least 
a few degrees in order to prevent tension 
or pressure on the blood vessels of the 
neck. Motion is desirable for the healing 
hip, but weight bearing, even in the kneel- 
ing position, is bad. 

It is sometimes possible to allow the 
child with a healing slipped epiphysis to 
be ambulant without weight bearing. This 
may be accomplished by using an ankle 
sling from a Sam Browne type of belt, or 
a long leg brace with the leg dangling and 
the opposite shoe built up to prevent 
weight bearing. No other type of brace 
really prevents weight bearing or is safe 
for this purpose. The difficulty with the 
ambulant type of treatment is that few 
children can be depended upon for com- 
plete avoidance of weight bearing. One 
patient was allowed only to go to the 
bathroom with crutches, but within the 
first week slipped and caused a marked 
displacement of the epiphysis. 

Treatment without weight bearing 
should be continued until all pain and 
spasm have subsided, even at the extremes 
of motion, and until the roentgenogram 
reveals complete healing of the lesion. This 
type of treatment is most suitable for 
older children, those near the age for epi- 
physeal closure, and for those with healing 
in an advanced stage. 

Closed reduction of a slipped epiphysis 
has often been attempted but is rarely 
successful. The common method was simi- 
lar to the Whitman method for fracture 
of the neck of the femur, internal rota- 
tion and abduction of the hip. The Lead- 
better maneuver, traction in flexion, has 
been less used but seems more suitable. 
Strong traction has been used with more 
immediate success, but with aseptic necro- 
sis as a much more frequent complication. 
When the reduction is attempted after a 
fresh primary slip it can usually be ac- 
complished with little difficulty and with 
minimal trauma. The difficulty is that in 
most cases there is callus in the inferior 
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angle between the head and neck from pre- 
vious slipping, and this callus seriously 
interferes with or defies closed reduction. 
Furthermore, control of the capital epi- 
physis cannot be obtained except by pull- 
ing it against the acetabular margin or 
the capsule, and strong traction against 
the capsule is likely to cause vascular 
damage. After closed manipulation, if the 
hip is held in internal rotation for the 
roentgenogram, th2 surgeon is easily de- 
ceived, whereas when a later roentgeno- 
gram is made the lack of reduction is evi- 
dent. Similarly, one should not be misled 
by the maturing callus in the inferior angle 
and the smoothing off of the jog of the 
neck superiorly by absorption. Closed re- 
duction is suitable only for the fresh slip 
with no callus and should be performed 
without trauma. 

When a successful reduction has been 
accomplished by closed reduction, how 
should the hip be protected from slipping 
again? It may be suspended and traction 
applied, but constant and meticulous care 
of the apparatus is necessary, and the peri- 
od of healing is likely to be many months. 
The hip may be immobilized in a plaster 
spica, internal rotation and abduction 
being the best position for maintenance of 
the reduction; but this is the worst posi- 
tion for the vascular supply to the head, 
and much of the motion is permanently 
lost. The best method, when it can be ac- 
complished without damage to the hip, is 
internal fixation with threaded wires, a 
nail, or a screw. Wires are usually less 
likely to damage the hip, and three well 
placed wires should be effective in prevent- 
ing further slipping. A nail or screw 
should be well anchored in the head, but 
should not penetrate it and should be in- 
serted only once. Penetration of the fe- 
moral head or the acetabulum, or insertion 
of the nail or screw more than once is 
likely to result in aseptic necrosis of the 
femoral head. After a fresh slip is re- 
duced there is a marked tendency for the 
capital epiphysis to slip off again when 
an attempt is made to engage it with the 
wires, a nail or a screw. With secure in- 
ternal fixation, early weight bearing may 
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be permitted, but I prefer to delay weight 
bearing until the lesion has healed and 
the epiphyseal plate is closing. In the 
meantime the inflammatory reaction, with 
pain and spasm, has subsided. 

Open reduction of the slipped epiphysis 
can be accomplished by the surgeon ex- 
perienced in surgical treatment of the hip 
joint. Before the lesion heals it may be 
easy to slip the epiphysis back in place, 
but it is usually necessary first to remove 
the callus in the inferior angle of the fe- 
moral neck. The difficulty with this method 
is that, when the epiphysis has slipped 
much, it is necessary to separate the head 
from the neck in order to reduce it com- 
pletely. This separation destroys the blood 
supply to the capital epiphysis and fre- 
quently results in aseptic necrosis, often 
severe. The same principles apply to 
osteotomy through the femoral neck ad- 
jacent to the epiphyseal plate. Most ortho- 
pedists who have attempted open reduction 
or osteotomy of the femora] neck have 
given up the procedure because of the high 
incidence of aseptic necrosis and poor re- 
sults. Several have recently revived the 
procedure, stressing their efforts to reduce 
damage to the blood supply. In some of 
their cases, however, aseptic necrosis has 
occurred; in others, arthritic lipping. In 
some there was only a minimal slip that 
did not require reduction, and in some re- 
duction was incomplete. Open reduction, 
whether combined with plaster immobili- 
zation or internal fixation, is likely to be 
followed by a result worse than would be 
produced by nature herself or by a simpler 
and safer form of treatment, and should 
therefore be eliminated. 

The deformity associated with slipping 
of the upper femoral epiphysis, resulting 
in external rotation of the lower extremity 
with limited abduction, may be corrected 
indirectly by subtrochanteric osteotomy. 
Such an osteotomy does not carry with it 
the danger of aseptic necrosis of the fe- 
moral head and is technically simpler to 
do than osteotomy of the femoral neck. 
However, it is not easy to maintain proper 
position of the fragments after the osteoto- 
my. Immobilization in a plaster cast with 
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the hip extended is usually followed by 
flexion of the upper fragment, due to psoas 
muscle pull, and angulation. Internal fixa- 
tion with a blade plate, nail plate, or simi- 
lar combination, when properly applied, 
is more effective in maintaining proper 
position. Furthermore, interna] fixation of 
the fragments with motion of the hip is 
less likely to result in stiffness at the joint 
than is plaster immobilization. It is pref- 
erable, if possible, to postpone the osteoto- 
my until pain and spasm have subsided 
and the lesion has healed. When there is 
only an external rotation deformity, with 
no restriction of abduction, such as occurs 
with a simple posterior slip, the leg may 
be brought forward by a supracondylar 
femoral osteotomy, which is even simpler 
and easier to control than is the subtro- 
chanteric. 

The best results are obtained when slip- 
ping of the upper femoral epiphysis is 
recognized early and further slipping pre- 
vented. The latter may be accomplished 
by internal fixation or by exeresis. In- 
ternal fixation has the advantage of sim- 
plicity, especially if done “blindly” through 
a small incision, but carries the disadvan- 
tage of risk of damage to the capital 
epiphysis, with aseptic necrosis. Further, 
internal fixation does not produce as rapid 
healing of the lesion and closure of the 
line as does exeresis. The bone-pegging 
operation, in a series of more than 200 
cases, has been almost uniformly success- 
ful. The operation failed in 3 hips because 
the pegs did not cross the epiphyseal plate, 
and in 1 very young hip because the pegs 
were absorbed. The operation was re- 
peated with success in all 4 cases. The 
slipping was less than % inch (0.6 cm.) 
in about half the hips, and the final range 
of motion was excellent; the patients had 
no residual pain, limp or disability, even 
for athletics. The remainder had a dis- 
placement of 1% to 3% inch (1.2 to1.9cm.), 
and the range of motion, especially in- 
ternal rotation, was restricted in propor- 
tion to the deformity. Similarly, a slight 
limp and slight restriction were associated 
with vigorous athletics, but usually no 
pain. Many of these patients have been 


followed for more than ten years, the aver- 
age period being seven years. In no case 
in which this operation was used has there 
been any evidence of aseptic necrosis, even 
by the strictest standards. Osteoarthritic 
lipping has occurred in only a small per- 
centage, those with maximum slipping. In 
no instance has it been necessary to con- 
sider a fusion operation or arthroplasty. 
This is in marked contrast with the other 
groups. 

The pegging operation is done through 
a Smith-Petersen incision. The capsule is 
incised anteriorly and superiorly close to 
and parallel with the rectus tendon. The 
vascular supply of the hip must be safe- 
guarded, and with this incision in the 
capsule there is minimal bleeding. The 
juncture of the femoral head and neck is 
located anteriorly, and a triangular fenes- 
tration, about 3¢ inch (0.8 cm.) across, is 
made just distal to the junction. Through 
this opening three holes are drilled with 
a Nicola gouge and cleaned with a curet. 
The holes cross the epiphyseal] plate like 
a tripod. Bone pegs, each about 14% inches 
(3.1 cm.) long and 4% inch (0.6 cm.) wide, 
are cut from the anterior and lateral por- 
tion of the wing of the ilium, and a peg is 
inserted in each hole. If there is any 
oozing, the hole is closed with a bit of 
muscle. The position of the holes may be 
checked roentgenographically, with wires 
in the holes if there is any doubt. No im- 
mobilization is used after the operation 
unless there is an external rotation de- 
formity, when a plaster boot with a bar 
may be used to hold the knee forward. 
Supported motion is begun the day after 
operation, free motion a few days later. 
The child is kept in bed for ten or twelve 
weeks, depending upon the age, the state 
of the epiphyseal plate, and the roentgeno- 
graphic appearance at this time. He is 
then allowed up on crutches, with pro- 
gressive weight bearing for about two 
weeks, then progressive activity for a 
month, after which he is able to return to 
full activity, including sports. The lesion 
is usually healed within three months after 
operation; the epiphyseal plate is usually 
closed within six months, and the epi- 
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physeal line is obliterated within one year. 
In no case did further slipping occur 
after the operation. 

The most important factor in the treat- 
ment is early diagnosis, which means the 
education of the general practitioner, the 
pediatrician, the surgeon, and the roent- 
genologist as well as the orthopedist. The 
badly slipped epiphysis may sometimes be 
reduced by closed operation and always by 
open operation or osteotomy of the fe- 
moral neck, but the risk of aseptic necrosis 
and permanent damage to the hip is 
great.* The few exceptions do not justify 
this risk. With early diagnosis, further 
slipping may be prevented by the avoid- 
ance of weight bearing until the lesion 
heals, or by internal fixation of the epi- 
physis, which carries some risk. However, 
for the orthopedist experienced in surgical 
treatment of the hip, the simplest and 
safest procedure, with the shortest healing 
time, is the bone-pegging operation, or 
exeresis of the epiphyseal plate. The re- 
sults from this procedure have been excel- 
lent, and there has been no aseptic necro- 
sis. 


SUMMARY 


Slipping of the upper femoral epiphysis, 
which is due to softening and hypervascu- 
larity at the juncture of the capital epi- 
physeal plate and the femoral neck, is 
discussed in some detail, The results of 
treatment depend upon the stage of dis- 
ease, the methods employed and the man- 
ner of evaluating the resultant improve- 
ment or nonimprovement. The best results 
are obtained when the lesion is recognized 
early and further slipping prevented, by 
internal fixation or by exeresis. For the 
latter, the author recommends the bone- 
pegging procedure, which in a series of 
200 cases has been almost uniformly suc- 
cessful. 

The most important factor in the treat- 
ment of this condition is early diagnosis, 
the attainment of which necessitates alert- 
ness and knowledge not confined to the 


*The deformity may be corrected more easily and more 
safely by subtrochanteric or supracondylar osteotomy. 
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orthopedist but required by the general 
practitioner, the surgeon, the pediatrician 
and the roentgenologist as well. 


RESUME 


Le glissement de l’épiphyse supérieure 
du fémur, secondaire au ramollissement et 
a l’hypermusculature de la téte épiphysé- 
ale est discuté en détails par l’auteur. Les 
résultats thérapeutiques dépendent du 
stage de la maladie, procédé employé et de 
la fagon d’évaluer le progrés. Les meil- 
leurs résultats s’obtiennent si le diagnostic 
et le traitement furent précoces. L’auteur 
recommande un procédé particulier qui a 
bien réussi chez 200 cas. 


ZUSAM MENFASSUNG 


Das Abgleiten der oberen Femurepi- 
physe, das auf einer Erweichung und 
iibermassiger Muskelentwicklung an der 
Verbindungsstelle zwischen der Epiphy- 
senplatte des Femurkopfes und dem Ober- 
schenkelhals beruht, wird recht ausgiebig 
eroértert. Die Behandlungserfolge sind 
abhangig vom Stadium der Erkrankung, 
von den angewandten Behandlungsmetho- 
den und von der Auswertung der erzielten 
oder ausbleibenden Besserung. Die besten 
Resultate werden erreicht, wenn die Er- 
krankung friihzeitig erkannt und ein wei- 
teres Abgleiten durch innere Fixierung 
oder Resektion verhititet wird. Um dies 
zu erreichen, empfiehlt der Verfasser die 
Knochennagelung, deren er sich in einer 
Serie von zweihundert Fallen mit fast 
gleichfoérmig guten Erfolgen bedient hat. 

Die grésste Rolle in der Behandlung 
dieser Erkrankung spielt die friihzeitige 
Diagnose; dazu bedarf es der Aufmerk- 
samkeit und Erfahrung nicht nur des 
Orthopaden sondern auch des praktischen 
Arztes, des Chirurgen, des Kinderarztes 
und des Roéntgenologen. 


HOWORTH: SLIPPING OF FEMORAL EPIPHYSIS 
RESUMEN 


El deslizamiento de la epifisis superior 
del femoral, que se debe a ablandamiento 
y al aumento del factor muscular en la 
union de la placa epifisiaria y el cuello 
femoral, se discute en detalle, asi como los 
resultados del tratamiento dependientes 
del estadio de la enfermedad, los metodos 
empleados y la manera de valorizar la 
mejoria 6 no mejoria resultante. Los me- 
jores resultados se obtienen cuando la 
lesion se reconoce tempranamente y se pre- 
viene un deslizamiento posterior por medio 
de la fijacion interna 6 exeresis. Para esta 
ultima, el autor recomienda el procedi- 
miento de enclavijamiento 6éseo, el que en 
una serie de 200 casos ha tenido éxito casi 
uniformemente. 

El factor mas importante en el trata- 
miento de este padecimiento es el diag- 
nostico temprano, lo cual requiere para 
lograrse estar alterta y tener conocimiento 
no del ortopedista sino del médico gen- 
eral, el cirujano, el pediatra y el radidlogo. 
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Problems Encountered in Fenestration 


GEORGE E. SHAMBAUGH, JR., M.D., F.I.C.S. 
CHICAGO, ILLINOIS 


of modern surgery is the restora- 

tion of useful hearing to the chron- 
ically deaf by means of the fenestration 
operation. Before this procedure could be 
accepted as the treatment of choice for 
otosclerosis, a number of surgical prob- 
lems had to be solved. The solutions ar- 
rived at can have practical applications 
to other types of surgery. 

The principle of the fenestration opera- 
tion is simple: it restores hearing by creat- 
ing a new sound pathway into the laby- 
rinth to take the place of the oval window 
which has been occluded by the otoscle- 
rotic process. The initial attempts to do 
this began nearly sixty years ago and 
continued sporadically during the next 
thirty years, but invariably failed: either 
the labyrinth became infected, with 
prompt loss of all hearing and grave risk 
of fatal meningitis, or osteogenic repair 
soon closed the new window, with loss of 
the hearing improvement. 

The solution to the problem of suppura- 
tive labyrinthitis was pointed out by Holm- 
gren of Sweden, who demonstrated that 
the labyrinth could be opened safely with 
a careful sterile surgical technic. In re- 
cent years chemotherapy and antibiotic 
therapy have strengthened the otologist’s 
hand, but it must be reemphasized that 
these are not substitutes for a good aseptic 
technic. They are to be regarded only as 
reinforcements for the most careful and 
painstaking meticulous sterile technic in 
the operating room and in the postopera- 
tive dressings, for which there is no sub- 
stitute. My own record of 3,425 consecu- 
tive fenestration operations performed at 
Wesley Hospital of Northwestern Univer- 
sity during the last fifteen years, without 
a fatality or a single serious postoperative 
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complication due to infection, attests to 
the effectiveness of good sterile technic in 
this procedure. 

A much more stubborn problem was 
that of osteogenic closure of the new win- 
dow. Despite many variations in technic, 
some of them ingenious, the fenestra, in 
many cases, persisted in closing after a 
few months or a year. A tiny metal frame 
fitted to the margins of the window failed 
to block closure; a cartilage stopple placed 
in the window became fixed and invaded 
by bone; chemicals, cauteries, roentgen 
rays and lead applied to the bone around 
the fenestra all failed to give the answer. 
With all this discouragement, it is remark- 
able indeed that the solution to this prob- 
lem has finally been found, so that today 
osteogenic closure causes the hearing im- 
provement to be lost in not more than 1 
or 2 per cent of patients who have under- 
gone the operation. 

The credit for the present success of 
the fenestration operation must go to our 
friends the experimental animals. The 
problem was first attacked in animal ex- 
periments by Holmgren and his associates 
nearly twenty years ago, The experimental 
studies were resumed at Northwestern 
University in 1940 and soon after at 
several other centers. Rhesus monkeys 
were mainly used because their ears are 
so much like man’s, in all respects except 
size, that variations in technic could be 
translated directly from the experimental 
animal to the human being. From these 
studies six factors have been found to in- 
fluence osteogenesis at the fenestra. I do 
not claim priority for discovering the fac- 
tors that stimulate or inhibit osteogenic 
repair. Most of them were known before, 
but their application to the fenestration 
operation required the clearcut demonstra- 
tion afforded by the animal] experiment. 

Possibly the most important cause of 
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Fig, 1.—A, lever mechanism of normal ear brings greater sound pressure to oval window. B, air- 

borne sound blocked by otosclerosis. Bone conduction remains normal. C, air-borne sound enters 

labyrinth through new fenestra. D, differential sound pressure between fenestra and round window 
increased by ointment against tympanic membrane. 


closure of the fenestra in the early days 
was the stimulating effect of bone particles 
on osteogenesis. I was able to show that 
even a single microscopic speck of bone 
dust in the mouth of the fenestra can lead 
to osteogenic narrowing of the window. 
The first requisite in keeping the fenestra 
open is the meticulous removal of every 
particle of bone from around it. Two tech- 
nical advances have been particularly help- 
ful: a continuous flow of sterile Ringer’s 
solution across the field while the fenestra 
is being made with a fine dental burr in- 
sures that every particle of fine bone dust 
is washed away before it can settle in the 
fenestra or on the surrounding bone; an 
operating microscope further aids in the 


detection and removal of microscopic bone 
particles. With the introduction of these 
technics in 1940, the incidence of closure 
in my cases dropped abruptly from nearly 
70 per cent to around 25 per cent. I should 
say there that I reintroduced the operating 
microscope, for it was first used by Holm- 
gren some years earlier. 

Another factor brought out by animal 
experiments is the different osteogenic 
activity of the different bone layers of the 
labyrinthine capsule. The outer layer of 
periosteal bone regenerates more rapidly 
and readily after trauma than does the 
deeper layer of dense, ivory-like endo- 
chondral bone derived from fetal cartilage. 
By wide exposure of this inactive endo- 
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Fig. 2.—Successful fenestration of twelve and one-half years’ duration, with further gain by aqua- 
phor ointment against tympanic membrane. Left, preoperative audiogram. Right, audiogram taken 
twelve and one-half years after operation. 


chondral bone layer the fenestra is “‘endo- 
chondralized.” Since endochondral bone is 
present nowhere in the adult skeleton out- 
side the ear, this factor is not applicable 
to bone surgery elsewhere. 

The first permanently successful opera- 
tion for otosclerosis was performed by 
Sourdille in France, who obtained his in- 
spiration after seeing Holmgren’s work 
in 1924. Sourdille covered the fenestra 
with a plastic flap of skin from the ex- 
ternal auditory meatus, and it is now 
known from the animal experiments why 
this procedure succeeded for the first time, 
at least in some cases, in producing a per- 
manently open window; it was because 
skin lying against bone tends to inhibit 
osteogenesis. The third requisite for a per- 
manently patent fenestra is that it be cov- 
ered by a thin skin flap that adheres closely 
to the fenestral margins. 

The early pioneers in fenestration sur- 
gery, Sourdille and Lempert, feared that 
the periosteum of the skin flap elevated 
from the osseous external auditory meatus 
would induce osteogenesis. Animal experi- 
ments have demonstrated that the reverse 
is true. Periosteum and the endosteum that 
lines the labyrinth are thin, dense fibrous 
tissue membranes that normally act as 
limiting membranes, actually tending to 
inhibit and limit new bone formation. If 
periosteum or endosteum is stripped from 
the underlying bone the denuded bone sur- 
face begins to proliferate, exactly as the 


subcutaneous connective tissue begins to 
form granulations when the overlying skin 
is removed or destroyed. The osteogenic 
inhibiting property of intact periosteum 
and endosteum is taken advantage of by 
creating a fenestra with intact endosteum 
up to its knifelike edge, so that this endos- 
teum will unite with the periosteum of the 
skin flap, with “healing by first intention” 
of the cut bone surface. Just as careful 
approximation of skin edges results in 
“healing by first intention” with a mini- 
mum of scar, so approximation of the en- 
dosteum and the periosteum at the edges 
of the fenestra minimizes callus from the 
bone. 

A fifth factor that contributes toward 
the permanence of the fenestra is the 
lessened tendency of a smooth, polished 
bone surface, as compared with an uneven, 
rough surface, to produce new bone. The 
fenestra is finished by polishing with a 
smooth burnishing burr. 

Finally, the animal experiments clearly 
showed the tendency for new bone to in- 
vade adjacent young fibrous tissue. Three 
causes of fibrosis after fenestration are 
hemorrhage, infection and a dead space 
between the skin flap and the bone. Shap- 
ing the contour of the bone so that the 
fenestra lies on top of a dome causes the 
skin flap to hug it tightly like a glove. After 
trying many types of general anesthesias, 
including avertin and pentothal, I have 
concluded that the minimal bleeding is en- 
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countered when local anesthetics are used. 

The fenestra made according to these six 
factors that influence osteogenic repair I 
describe as ‘“micro-immaculate, endochon- 
dralized, endosteum - hemmed, epidermis- 
periosteum gloved, burnished and free 
from infection or hemorrhage.” If the 
fenestra is made according to these prin- 
ciples the normal] stimulants to osteogene- 
sis are never invoked, and, with rare 
exceptions, the fenestra does remain per- 
manently open, with a maintained im- 
provement in hearing. 


The mechanics of the fenestrated ear 
are interesting. The labyrinth of the nor- 
mal ear has two inches at either end of 
the cochlear duct: the oval and the round 
window. To excite the auditory nerve end- 
ings, the fluid in the cochlea must be set 
into vibration. Sound can enter the laby- 
rinth through either window, but normally 
it reaches the oval window with much 
greater force, owing to the lever effect of 
the tympanic membrane and the ossicular 
chain and to the fact that the intact tym- 
panic membrane offers partial obstruction 
to sound reaching the round window (Fig. 
1A). Thus, in the normal ear there is a 
large differential in the sound pressure at 
the two windows, and it is this differential 
that causes the vibratory movements of 
the fluid in the cochlea. 


In the presence of otosclerosis the oval 
window becomes occluded by new bone, 
and air-borne sound no longer reaches the 
cochlea (Fig. 1B). By bone conduction, 
however, sound does reach the labyrinth, 
and the bone-conducted hearing remains 
good. This, incidentally, is used for the 
diagnosis of otosclerosis. 

After the fenestration operation, air- 
borne sound enters the labyrinth through 
the new window, but without a lever mech- 
anism of tympanic membrane and ossicu- 
lar chain (Fig. 1C). Therefore, the dif- 
ferential in sound pressure between the 
fenestra and the round window is not as 
great as in the normal ear, and as a re- 
sult the successfully fenestrated patient 
still shows a minor hearing loss that aver- 
ages 25 decibels for the speech frequencies. 
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Recently I have observed that the differ- 
ential between the new window and the 
round window can be increased after fen- 
estration by placing ointment or other ma- 
terial against the tympanic membrane, 
further blocking sound from reaching the 
round window (Fig. 1D). A most gratify- 
ing 5 to 10 decibels of hearing improve- 
ment can thus be obtained for many suc- 
cessfully fenestrated patients (Fig. 2). 


I should like to conclude by mentioning 
a problem that continues to haunt every 
surgeon, and that I have encountered in 
my fenestration work. During the first 
eight years, 4 patients in a series of 951 
operations had rather mild but definite 
femoral phlebitis, but the last one, a nurse, 
had a pulmonary embolus, from which she 
fortunately recovered after treatment with 
oxygen, dicumarol and ligation of both fe- 
moral veins. I then instituted Ochsner’s 
routine of leg and breathing exercises 
every half hour after every fenestration, 
until the patient is ambulatory. The re- 
sult: only 1 case of femoral phlebitis (and 
none of pulmonary embolus) has occurred 
in 2,569 consecutive operations during the 
past seven years. I regard these statistics 
as most revealing: 4 cases of femoral phle- 
bitis in the first 951 operations, before 
the leg and breathing exercises were in- 
stituted, and 1 case in 2,569 operations 
since the establishment of this routine. 

In this discussion of some of the prob- 
lems encountered and overcome in the de- 
velopment of today’s fenestration opera- 
tion, I do not wish to give the impression 
that every problem has been solved and 
that the operation gives 100 per cent per- 
fect results. The problem of the progres- 
sive degeneration of the auditory nerve 
that occurs in cases of otosclerosis, though 
less commonly after fenestration, remains 
unsolved, and there are certain other prob- 
lems that still await solution. Actually, 
today’s fenestration operation offers the 
hard of hearing whose deafness is due to 
otosclerosis with stapes ankylosis approxi- 
mately 7 or 8 chances in 10 of attaining 
and maintaining a satisfactory restora- 
tion of hearing. 
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SUMMARY 


The author discusses some of the special 
problems he has encountered and over- 
come in surgical fenestration procedures, 
including suppurative laryngitis, osteo- 
genic closure of the new fenestra, etc. Not 
every problem has been solved, nor does 
the operation always yield perfect results, 
but the modern fenestration procedure 
offers to patients with hearing difficulties 
due to otosclerosis with stapes ankylosis 
approximately 7 or 8 chances in 10 of a 
satisfactory restoraticn of hearing. 


RIASSUNTO 


L’Autore discute alcuni particolari pro- 
blemi da lui incontrati e superati nel pra- 
ticare i vari metodi di fenestrazione chi- 
rurgica, ivi comprese la laringite suppura- 
tiva, la chiusura dell’apertura praticata 
mediante la fenestrazione, etc. Non tutti 
i problemi sono stati risolti, né l’interven- 
trazione offrono ai pazienti deboli di udito 
facenti, ma le moderne tecniche di fenes- 
to ha costantemente dato risultati soddis- 
in seguito ad otosclerosi approssimativa- 
mente 7 od 8 probabilita su 10 di riacaui- 
stare una soddisfacente capacita di udire. 


RESUMEN 


El autor discute algunos de los proble- 
mas encontrados en la fenestracion qui- 
rurgica, incluyendo la laringitis supurada, 
el cierre osteogéénico de la nueva ventana, 
etc. No se han resuelto todos los proble- 
mas, ni la operacién proporciona siempre 
buenos resultados, pero la fenestracién 
moderna ofrece a los pacientes con difi- 
cultades auditivas debidas a otoesclerosis 
con anquilosis detenida, 7 i 8 oportunida- 
des en 10 de restauracion satisfactoria de 
la audicion. 
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RESUME 


L’auteur discute de certains problémes 
auxquels il a di faire face aprés l’opéra- 
tion de fenestration tels que la laryngite 
suppurée et la fermeture ostéogénique de 
la nouvelle fenestre. Cette intervention ne 
peut guérir tous les patients; cependant, 
dans une proportion de 7 a 8 sur 10, elle 
donne des résultats satisfaisants a ceux 
qui souffrent de surdité due a une oto- 


sclérose. 


ZUSAM MENFASSUNG 


Der Verfasser erértert einige der be- 
sonderen Probleme, die er im Zusammen- 
hang mit Fensterungsoperationen ange- 
troffen und iiberwunden hat; dazu ge- 
horen die eitrige Kehlkopfentziindung, der 
knécherne Verschluss des neuen Fensters 
und anderes. Das moderne Fensterungs- 
verfahren lést keineswegs alle Probleme 
und fiihrt nicht immer zu vollkommenen 
Resultaten, bietet aber doch Kranken, die 
infolge von Otosklerose mit Steibiigel- 
verknécherung an Schwerhorigkeit leiden, 
eine 70-bis 80-prozentige Aussicht auf ge- 
niigende Wiederherstellung der Horfihig- 
keit. 


RESUMO 


O autor discute alguns dos problémas 
especiais que éle encontrou nos processos 
cirurgicos de fenestracao. Nem todos es 
problémas fioram resolvidos, e taopouco 
as operacées praticadas oferecem perfei- 
tos resultados, ressalta porém que 0 mod- 
erno processo de fenestracao oferece aos 
pacientes com audicao dificultada pela oto- 
esclerose, aproximadamente, 7 ou 8 opor- 
tunidades de restauracao em cada 10 ca- 
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joint, is subject to recurrent disloca- 

tion. With a few exceptions the dis- 
placement occurs anteriorly and is of the 
subcoracoid type. 

This paper is based on a review of 50 
cases of recurrent anterior dislocation of 
the shoulder in which operation was per- 
formed according to the method of Noor- 
denbos, and the result of a study of the 
world literature on all available cases from 
1930 to 1952, with special attention to the 
roentgenologic changes of the humeral 
head. 

The pathologic picture consists of two 
important elements: (1) stripping of the 
capsule from the anterior aspect of the 
glenoid and the neck of the scapula, usu- 
ally associated with incomplete detach- 
ment of the glenoid labrum from the bone, 
as described by Bankart, and (2) a char- 
acteristic defect of the head of the humer- 
us (Fig. 1). Adams, of London, observed 
detachment of the glenoid labrum and 
anterior stripping of the capsule in 87 per 
cent of 180 cases. A groove on the posteri- 
or surface media] to the tuberculum majus 
was observed in 82 per cent of his cases. 
This groove, described by such patholo- 
gists as Cramer and Broca and Hartman, 
is due to the trauma of the initial dis- 
location and is based on a compression 
fracture, caused by pressure of the glenoid 
rim medial to the tuberculum majus dur- 
ing the dislocation. 

Hermodsson and Gauwersky pointed 
out that this groove can be seen in 100 
per cent of all traumatic dislocations. 

The groove was present: : 
Hermodsson 23 23 100% 


"Lisi shoulder, more than any other 
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Rucusnent Dislocation of the Shoulder 


PIETER LEGUIT, M.D., F.I.C.S. 
AMSTERDAM, HOLLAND 


Fig. 1.—Characteristic appearance of the head of 
the humerus. 


My 60 patients, on 50 of whom opera- 
tion was performed, have been examined 
after the next procedure (Fig. 2). 

1. Anteroposterior Roentgenograms in 
Exorotation and Endorotation.—The de- 
fect is most often demonstrated in profile, 
when anteroposterior radiograms are 
made with the humerus in 60 to 70 de- 
grees of internal rotation. A slight indi- 
vidual variation has been noted in the po- 
sition of the defect and conszquently in 
the positioning required to demonstrate 
it roentgenographically. Because of this 
variation a small defect may easily be 
overlooked, unless several projections are 
made showing the head of the humerus in 
positions between 50 and 80 degrees of 
internal rotation. For this reason it is 
probable that the incidence of the defect 
has been underestimated by most observ- 
ers. Except for papers by certain French 
authors (Julien, Solcard, Avril and Si- 
card), little is said about the battle-ax 
shape of the humeral head. This deformity 
“en hachette” was not mentioned by Her- 
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Fig. 2.—Positioning for roentgenograms. 


modsson. Six of my patients (10 per cent) 
showed flattening of the humeral head. 

2. Avillar Projection.—Alteration of the 
anterior border of the joint can easily be 
seen, as can also the deformity of the 
humeral head and calcifications in the sub- 
scapularis. 

3. Projection of Didiée.—The projection 
of Didiée, described in 1929, is an oblique 
backward-forward projection. The patient 
is lying on the belly, with the shoulder flat 
on the table, and his head turned to the 
sound shoulder; the hand, with the thumb 
lifting, rests on the iliac crest. The elbow 
is raised 6 to 8 cm. by means of a cushion; 
the epicondylar-epitrochlear axis is in a 
vertical position, the anticathode being al- 
most above the elbow in a plane that runs 
vertically through the humeral shaft. The 
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vertical distance from the elbow to the 
anticathode has been taken in such a way, 
that the central ray focused on the hu- 
meral head makes an angle of 45 degrees 
with the horizontal plane. In this pro- 
jection the detachment is visible only if 
the periosteum of the scapular neck has 
been torn loose and if there is bone for- 
mation on the anterior surface of the 
scapular neck. Loose bodies are but seldom 
encountered; they generally consist of a 
piece of bone, that has been detached from 
the lower rim of the cavity. 

On the lateral side of the humerus, be- 
tween the tuberculum major and the head, 
an excavation is bordered on the medial 
side by a clarification, with or without a 
line of condensation. 

4. Projection of Hermodsson (tangenti- 
al projection 1933).—The defect being a 
groove, it may be caught in transverse 
section by tangential projection, which 
was elaborated by Hermodsson. The di- 
rection of the rays therefore runs parallel 
to the longitudinal vertical axis of the 
groove. 

The patient must be nearly in a sitting 
position, with the upper part of the arm 
in internal rotation along the body, the 
back of the hand resting against the spine. 
Thus the posterior part of the head con- 
taining the defect is turned in lateral di- 
rection and is not covered by the acromion. 


The anticathode is on a level with the 
elbow at such a distance that the central 
ray, which is focused on the head, makes 
an angle of 30 degrees with the humeral 
axis. The roentgen film is placed on the 
shoulder at right angles with the humeral 
axis and as far medial as possible. As 
every factor can easily be made constant, 
a good comparison between right and left 
is possible. With a normal shoulder this 
tangential projection shows half of an 
elliptic head; a very shallow depression 
represents the anatomic neck. Dorsally to 
the humerus the shadow of the clavicle 
and of the scapular spine is vaguely visi- 
ble, and if the patient is not too obese it 
can be seen that the head medially touches 
the glenoid cavity. If the upper part of 


— 
| 
3 
Tus. 
| cR. 
: 
742 


VOL. XX, NO. 6 


the arm is held in outward rotation, the 
tangential roentgenogram shows the two 
intertubercular sulci as symmetric exca- 
vations between the greater and the lesser 
tuberosity. 

In the presence of recurrent dislocation 
of the shoulder the defect is seen as an 
indentation in the smooth outline of the 
head. The bottom of the groove is some- 
times tapering, sometimes flat, the depth 
varying from some millimeters to 1 cm. 
The bottom is formed by a condensed zone 
(line of condensation of Hill and Sacks) 
about 1 mm. thick. On the side of the hu- 
meral head the bottom is a sharp straight 
line, caused by a compression fracture. 
On the side of the greater tuberosity, the 
bottom is generally blunt and rough. The 
width (distance from front to rear edge) 
of the groove was, as measured on the 
roentgenograms by Hermodsson, 15 to 20 
mm.; on my roentgenograms it was 20 
mm. The defect is not enlarged by re- 
peated dislocation. Hermodsson noted the 
presence of this groove not only in all his 
patients with recurrent shoulder disloca- 
tion but in 40 cases of traumatic dislo- 
cation, whereas in the roentgenograms 
taken in the forward-backward direction 
he observed a typical defect in only 24 
patients. 

Owing to the tangential projection, the 
visibility of the groove consequently rose 
from 60 to 82%. In the presence of 
traumatic dislocation the bottom of the 
groove is more irregular and the line of 
condensation less clear. This investigation 
also proves that the groove is not specific 
for recurrent dislocation. I observed the 
defect in 50 of 60 patients suffering from 
this condition. Figure 3 shows roentgeno- 
grams of a patient who had been success- 
fully operated on fifteen years earlier 
(1937), with a history of 20 luxations of 
the left shoulder. 

To render capsular tears and ruptures 
of the external rotators visible, Axen and 


Fig. 3 (opposite).—Roentgenograms taken after 
author’s procedure, fifteen years ago. The patient 
had a history of 20 luxations of the left shoulder. 


LEGUIT: RECURRENT DISLOCATION OF SHOULDER 


1 2 
~~ 
rth 
4 
743 


SPEED-NOORDENBOS 


COEN-HYOBINETTE 


Fig. 4.—Cross section of the mechanism of the 
recurrent dislocation and diagram of the bone- 
block method. 


Pettersson injected perabrodil into the 
joint. Pettersson observed that in only 4 
of 31 recurrent shoulder dislocations did 
the perabrodil produce a shadow outside 
the joint. 

Codman, Blackett and Healy have elabo- 
rated projection methods for making rup- 
ture of the muscle insertion of the great 
tuberosity visible in roentgenograms. 

Mechanism.—The mechanism of recur- 
rent dislocation of the shoulder is shown 
in Figure 4. When the arm is more or less 
elevated and the humeral head rotated 
outward, the compression fracture in the 
posterior part first faces the glenoid cavi- 
ty. Normally the cavity and the head are 
entirely congruent in every position, and 
the labrum adheres tightly to the head. 
When the groove turns toward the glenoid, 
the surface loses its congruity, the adher- 
ing force between head and cavity is lost 
and the joint becomes unstable. Next the 
anterior rim slides into its hollow in the 
head of the humerus. At the same time 
the head slides forward, and only strong 
anterior support would be able to prevent 
dislocation, which in reality is not dislo- 
cation at all but subluxation. Parts of the 
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joint surfaces are still in contact, and the 
head never actually becomes dislocated 
through a capsular rupture or into a false 
joint cavity, as many seem to believe. I 
agree with Palmer and others, therefore, 
that the variable anterior destruction of 
the joint margin is not the essential cause, 
but that the condition is due to deformity 
of the humeral head in combination with 
destruction of the anterior glenoid rim. 

Clinical Data.—Careful study of the 
method of production of the first dislo- 
cation in a large number of cases has led 
to some definite observations with regard 
to this condition: 

1. It occurs chiefly in young patients. 
The initial dislocations occur at the age 
of 27 + 0.8 years. 


Hermodsson 29 = 382 


The average age of 150 patients with 
shoulder dislocation out of 50,000 persons 
who consulted the municipal hospital of 
Amsterdam was 46 + 1.4; this is more 
than three times the standard deviation 
and so is significantly different. 

2. It always starts as an ordinary trau- 
matic dislocation, in which reposition fol- 
lows within twenty-four hours. 

3. It often occurs as an incomplete dis- 
location at first. In all of my cases, ex- 
cept those of epileptic patients, the initial 
dislocation was caused by a force in which 
the head of the humerus was leveled for- 
ward or downward and forward and ro- 
tated outward. The most common initial 
injury is a fall on the abducted out- 
stretched hands. The mechanism de- 


Fig. 5.—Positioning of the patient on the oper- 
ating table. 
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Fig. 6.—Above, left, wrong position of the graft; right, correct position 

after reoperation. Below, tangential projection with clear typical defect 

(2 arrows), of the left shoulder. The collum anatomicum, visible on both 
shoulders, is indicated by the single arrow. 


scribed by Bankhart, a direct blow from 
behind on the head (fall on the elbow), 
cannot be regarded as the only cause of 
recurrent anterior dislocation. Of my 
cases it accounted for less than 50 per 
cent. 

4. The method of reposition has no in- 
fluence on the recurrence (Hippocrates 
or Kocher). 

5. It often accompanies epilepsy. In my 
series, this was true in less than 10 per 
cent. 

6. The first recurrence comes within a 
year, especially in patients who were 
immobilized no longer than two days after 
the reposition. 

7. The great majority occur in healthy, 
athletic young men, who perform heavy 
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work. In this series, 60 per cent were 
manual laborers, the remainder being em- 
ployed in light trade. 

8. Persons exposed to trauma are often- 
est subject to it. The incidence is four 
times as great in men as in women. 

Operative Treatment.—The operations 
that achieve the most constant success 
are those which produce a block to the 
exit of the humeral head in front. This 
block may consist of tight capsule, fascia, 
scar tissue, muscle or bone. Independently 
of Speed of Chicago, Noordenbos in 1932 
introduced a method originating with the 
shelf-operation of K6énig for hip disloca- 
tion. 

Noordenbos placed a fibula graft of 
5 cm. with full periosteum in front of the 


Vv 
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Fig. 7.—Roentgenograms of the shoulders of the patient in Figure 
3, taken fifteen years after the operation. 
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anterior border of the glenoid under 60 
degrees with the planum scapulae (See 
also Fig. 4). Twenty years afterwards 
this graft is seen in the same shape as it 
had ten years ago and as tightly fixed as 
then. The graft retains its extraarticular 
position permanently if placed on the 
right spot. It maintains its original form 
without fracturing; only a little absorp- 
tion will occur during the years. 

Eden, Hybbinette and Palmer used iliac 
crest; Speed used tibia grafts and Orell 
os purum (with bad results). I have not 
heard of hetereografts from the bone 
bank. The advantage of use of the fibula 
is that all surfaces are covered with peri- 
osteum and no additional fixation is neces- 
sary. All operations are performed with 
the patient under general anesthesia. 
First the transplant is taken out of the 
leg and then the planum scapulae is 
reached via the sulcus deltoideopectoralis. 
The “point-de-répaire” is here the proces- 
sus coracoideus. Sometimes the coraco- 
brachialis muscle and the short head of the 
biceps are cut from their insertions to 
give a better view (Fig. 5). 

Stress must be laid on the following 
points: 

1. Begin the incision while the arm 
is in abduction; 

2. Retract the brachial plexus medi- 
ally; 

3. Starting from the base of the 
processus coracoideus along the 
anterior rim of the glenoid cavity, 
locate a point as far caudal as pos- 
sible on the neck of the scapula. 
Drill or punch a hole at this point 
for the graft as the os, at an angle 
“s 60 degrees to the planum scapu- 
ae. 
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A group of 50 patients has been oper- 
ated upon by five surgeons, with an ob- 
servation time of 2 to 20 years. There 
were three recurrences, all after operation 
by the same surgeon; the graft had been 
placed too far from the anterior rim, so 
that the former had no function. One of 
these patients was reoperated on five 
months later, at which operation I re- 
moved the graft from the wrong place and 
fixed it in a new hole, as near to the rim 
as possible. After two years the result was 
excellent (Fig. 6). 

In connection with the follow-up, most 
patients spontaneously expressed their 
great satisfaction with the operation. 
There was no limitation of shoulder mo- 
tion after the bone block procedure. Many 
of the patients are engaged in heavy man- 
ual labor and have been able to resume 
various recreations and sports (swim- 
ming, wrestling, boxing, tennis and golf). 
The percentage of successful results with 
the bone block method is dependent on 
the experience and skill of the operating 
surgeon. Von Hellens, who collected all 
cases of recurrent dislocation of the shoul- 
der in Finland, obtained good results in 
95.8 per cent + 2.1 per cent. The opera- 
tions had been performed by four sur- 
geons with an experience of more than 
15 cases each. The percentage amounted 
to 70.4 + 5.4 in cases of operation by 
twenty-nine surgeons with an experience 
of less than 15 cases each. 

Figure 7 is a roentgenogram of the pa- 
tient mentioned in Figure 3, also fifteen 
years after the operation, with only a 
slight resorption of the graft. This man, 
a dock laborer, had no recurrence and no 
limitation of movement. 

The better results of the capsule opera- 


World Review of the Results of Operations 
1930-1942 


1942-1952 


Number 
of Cases 


Methods 


Number 
of Cases Recurrences % 


17.8 116 14 12 

11.6 206 75 36.9 

16.3 36 11 30.5 
4.1 359 36 10 
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tion after 1942 is due to the introduction 
of the Bankart operation and the Putti- 
Platt procedure, which lowered the re- 
currence rate to 12 per cent. 

The Nicola procedure and muscle opera- 
tion must be abandoned. 


COMMENT 


Patients with recurrent anterior dislo- 
cation of the shoulder, who, in many cases, 
are invalids at an early age in spite of 
their otherwise excellent state of health, 
can thus be healed by a surgical treatment 
which—in well-trained hands—warrants 
complete success. In collecting the world 
review of the results, I am in favor of the 
bone block method. 

The results of all these operations, based 
on checking the shoulder motion before it 
reaches its unstable position of external 
rotation, extension and abduction. 

The effective results obtained with such 
great effort on the part of the surgeon, 
are similar to what Hippocrates accom- 
plished quite simply 2,000 years ago by 
applying a cautery to the axillary region. 


SUM MARY 


The author recommends a bone block 
procedure in the treatment of recurrent 
dislocation of the shoulder. Of 931 cases 
from 1930 to 1942, the recurrence rate for 
this procedure was 41 per cent, as com- 
pared to much larger percentages for 
other operations. Of 718 cases from 1942 
to 1952 the same result was noted, in ad- 
dition to which the recurrence rate for 
the bone block operation increased to 
10 per cent. 


ZUSAM MENFASSUNG 


Zur Behandlung habitueller Schultergel 
enksluxationen empfiehlt der Verfasser 
die knéchern Blockierung. Unter 931 
Fallen aus der Zeit von 1930 bis 1942 
betrug die Haufigkeit der Riickfille 14% ; 
die vergleichbaren Ziffern fiir andere 


DECEMBER, 1953 


en Operationen sind viel hoher. 

In den Jahren von 1942 bis 1952 sank 
bei sonst gleichen Ergebnissen unter 718 
knéchernen Blockierungen die Riickfalls- 
quote auf 10%. 


RESUMO 


O autoér recomenda um novo processo 
para cura das luxacées recidivantes do 
émbro. o seu processo, em 931 casos ob- 
servados entre 1930 e 1942, registrou ape- 
nas 14% de recidivas. De 718 casos ob- 
servados entre 1942 e 1952, verificou o 
mesmo resultado, pois registrou apenas 
10% de recurrencia das luxagdées nos doen- 
tes operados pelo seu processo. 


RIASSUNTO 


L’autore consiglia il blocco scheletrico 
nella cura della lussazione recidivante di 
spalla. Su 931 casi (dal 1930 al 1942) vi 
sono state recidive nel 14% dei casi tratta- 
ti con questo metodo, cifra assai bassa 
se confrontata con le recidive consecutive 
all’impiego di altri metodi. In una serie 
consecutiva di 718 casi (1942-1952) la 
percentuale é stata ridotta ulteriormente 
al 10%. 

RESUMEN 


El autor recomienda un procedimiento 
de bloqueo 6seo en el tratamiento de la 
dislocacién recurrente del hombro. De 931 
casos, de 1930 a 1942, dicho procedimiento 
present6é un grado de recidiva de 14 por 
ciento, menor a los mayores porcentages 
observados con otras operaciones. De 718 
casos, de 1942 a 1952, se observé el mismo 
resultado, agregandose en reduccion de 10 
por ciento en el grado de recidiva para la 
operacién de bloqueo 6seo. 


RESUME 


L’auteur recommande la greffe osseuse 
pour prévenir la récidive de la luxation de 


V’épaule. Sur 931 cas datant de 1930 a 


1942, il n’a eu que 14% de récidive. Des 
718 cas traités ainsi, entre 1942 et 1952, 
il a obtenu les mémes résultats. 
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“If the conquests useful to humanity touch your heart, if you are astounded 
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of all the other admirable discoveries; if you are jealous of the part your country 
can play in the unfolding of these miracles—take interest, I beg of you, in those 
sacred dwellings which hav2 been designated with the expressive name ‘labo- 
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Demand that they multiply and be adorned; they are the temples 
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strengthens itself and becomes better. She learns there to read in the works of 
nature, works of progress and of universal harmony, and not the works too often 
of barbarity, of fanaticism, and of destruction.” 


—Louis Pasteur 
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in the course of all types of leukemia 
is well recognized. In the monocytic 
form it is extremely common and is likely 
to be so severe as to present the source of 
the patient’s initial complaint. Medical 
literature’ and textbooks on hematology 
show and describe oral, pharyngeal and 
nasal lesions. Little has been written, 
however, concerning anorectal evidence of 
this disease. Because of the apparent 
rarity of such involvement in monocytic 
leukemia, this case is presented. 


the course o of mucous membrane 


REPORT OF CASE 


Mrs. J. H., aged 37, para 1, stated that in 
June 1947 she noticed what seemed to be a 
painful canker sore on the left side of the 
lower gum. This persisted for six weeks and 
was followed by a similar lesion on the oppo- 
site side of the mouth. This lasted for a 
month; there then appeared a painful herpeti- 
form swelling on the back of the right shoul- 
der. This remained for a week and left a pain- 
ful pigmented scar. 

By August of the same year, swallowing had 
become increasingly more painful and the 
hard palate remained tender. There were per- 
sistent fatigue and pallor. On October 27 the 
patient was hospitalized. At this time exami- 
nation of the oral cavity showed the gingiva 
to be slightly swollen. The uvula was thick- 
ened and deviated to the left. The right pos- 
terior tonsillar pillar was necrotic and cov- 
ered by a tenacious grey membrane. The edge 
of the area was ringed by an inflammatory 
area 1 to 2 mm. in width. Multiple nodular 
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Monocytic Leukemia: 
Oral and Anorectal Involvement 
Report of a Case 


MARK M. MARKS, M.D., F.I.CS. 
KANSAS CITY, MISSOURI 


greyish lesions measuring 1 to 4 mm. dotted 


all buccal surfaces. These were painful to 
touch and firm in the centers. Both anterior 
and posterior cervical lymph nodes and the 
right posterior auricular nodes were shotty. 
The spleen was moderately enlarged, but the 
liver was not palpable. Sternal puncture 
showed a large number of small cells of leu- 
kemic type, an increase of cells of the mono- 
cytic series and an increase in reticular cells. 

Variations in the blood picture following 
weekly transfusions of whole blood are shown 
in Table 1. 


cr. 


Anal membrane showing intact epithelium and 


moderately heavy infiltration of stroma by mono- 
nuclear cells. 
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10/27/47 
11/ 1/47 
11/ 5/47 
12/ 9/47 
12/15/47 
12/19/47 


Erythrocytes, L 


MARKS: MONOCYTIC LEUKEMIA 


TABLE 1 


Comment 


per Cu. Mm. 


2,360,000 
3,640,000 
3,670,000 
3,640,000 
2,700,000 
3,530,000 


per Cu. Mm. 


16,000 
12,000 
11,600 
15,300 
19,650 
26,800 


12/20/47 3,510,000 31,900 


TABLE 


Date Leukocytes, 


per Cu. Mm. 


66,200 
13,850 


Erythrocytes, 
per Cu. Mm. 


2,225,000 
1,700,000 


1/17/48 
2/ 5/48 


40 
30 


Throughout this period the patient’s tempera- 
ture ran a septic course. The chief complaints 
were of increasing weakness and painful 
swallowing. 

On December 10 the patient began to com- 
plain of constant rectal pain. Examination 
showed erythema and swelling of the right 
upper quadrant of the perianal area, simulat- 
ing cryptitis and abscess formation. Digital 
examination was not attempted because of 
pain. After a week of application of hot moist 
packs to the parts, the inflammatory process 
about the anus had become more extensive. 
With the patient under general anesthesia, ex- 
amination revealed a ring of hypertrophied 
papillae partially covering a grey necrotic area 
involving a third of the mucocutaneous junc- 
ture. This appeared to be identical with the 
necrotic area in the oral cavity. To permit 
better drainage, several crypts in the most 
dependent position were widely excised, to- 
gether with adjacent papillae. After this oper- 
ation the anal pain diminished, but there was 
no alteration of the septic course. 

One month later the trachea and vocal cords 
became involved, as was evidenced by hoarse- 
ness and greater difficulty in swallowing. Sev- 
eral series of roentgen treatments, 100 r over 
the affected parts, brought rapid relief; how- 
ever, the temperature soon after rose to 105 F. 
and remained at that level for three days. It 
then suddenly fell to 96.4 F. and continued 
septic. 

The left tonsil by this time had also become 
involved in the necrotic membranous process, 
and all cervical glands were palpable. The 
labia majora and the perineum were now 
markedly swollen. The subcutaneous and su- 
perficial portions of the external sphincters 


nuclears 


Bleeding time, 2 minutes 
69% mononuclear 

85% mononuclear 

94% mononuclear 

2% monoblast ~ 

99% large typical monocytes 


2 


Lymphocytes Comments 
2 95% atypical monocytes 
5 95% atypical monocytes 


were destroyed in their entire circumference. 
There was still continence, owing to the intact 
anorectal shelf and deep portion of the ex- 
ternal sphincter muscle. The rapidity of the 
terminal stage is shown in the last two blood 
samples. 

On March 16, 1948, the patient began to 
complain of severe pain in the left shoulder. 
Later in the day she became comatose. She 
died on the following day. 


SUMMARY 


A case of monocytic leukemia with 
necrotizing oral and anorectal involve- 
ment is reported. The author states that 
he considers the case worthy of recording 


because of the anorectal involvement, 
which is apparently rather rare in cases 
of leukemia. 


RESUME 


L’auteur rapporte un cas de leucémie 
monocytaire avec nécrose de la bouche et 
de la région anorectale. 


RIASSUNTO 


Viene riferito un caso di leucemia mono- 
citica associato a lesioni necrotiche nella 
cavita orale e di quelle anorettale. L’Autore 
considera tale osservazione meritevole di 
essere descritta a causa dell’interessamen- 
to ano-rettale, piuttosto raro in casi di 
leucemia, 


Date Hgb., % Polymopho- Lympho- 
cytes 
52 4 96 
71 4 95 
73 5 95 ) 
70 5 
55 3 i 
68 2 
1 
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RESUMEN 


Se comunica un caso de leucemia mono- 
citica con complicaci6n necrotizante oral 
y anorectal. El] autor establece que con- 
sidera el caso importante de comunicar por 
la complicaci6n anorectal, que es aparente- 
mente rara en los casos de leucemia. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von monozy- 
tirer Leukimie mit nekrotisierenden Er- 
scheinungen in der Mundhoéhle und am 
Mastdarm und After berichtet. Der Fall 
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verdient, nach der Ansicht des Verfassers, 
ver6ffentlicht zu werden, weil die Erkran- 
kung des Mastdarms und des Afters bie 
der Leukamie offenbar ein seltenes Vor- 
kommnis darstellt. 
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Retromesocolic Hernia 


Development and Treatment 
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ERNIATION of the bowel into in- 
H tra-abdominal sacs formed of me- 

socolon that would normally be 
fused to the posterior parietal peritoneum 
has been variously termed ‘retroperitoneal 
hernia,’ ‘paraduodenal hernia,’ ‘retromeso- 
colic hernia,’ ‘intra-abdominal hernia,’ 
and other more specific terms to denote 
their location. Very few have been diag- 
nosed preoperatively. Most of them have 
been discovered incidentally at operation, 
during dissection, or at autopsy. Many 
have been identified at operation for un- 
related causes and left, undisturbed, only 
to necessitate emergency intervention 
later for volvulus or some other compli- 
cation. 

Hansmann and Morton! reported the 
frequencies of intra-abdominal hernia 
(Fig. 1). Lahey? has reported that the 
operative mortality rate for right para- 
duodenal hernia alone is 50 per cent. Few 
statistics are available on hernias in other 
retromesocolic locations. 

Throughout the last eighty or more 
years, in which this often lethal anomaly 
of arrested development has been recog- 
nized, many conflicting theories, specious 
and rational, have been recorded with re- 
gard to their origin. This state has de- 
veloped because no one writer has ever 
been privileged to observe more than a 
few cases. 

It is the purpose of this paper to out- 
line a theory of the evolution of these 
hernias in order that the terminology may 
be clarified, that the anatomic character 
may be more readily recognized and re- 
pair thereby facilitated, and that a new 
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case of retromesocolic hernia may be pre- 
sented in which the lesion had developed 
to a stage never before reported. 


REPORT OF A CASE 


L. S., a 26-year-old chronically emaciated 
white man, entered the hospital twelve hours 
after the gradual onset of intermittent pain 
in the right lower quadrant of the abdomen. 
He had had two normal bowel movements the 
previous day, but no nausea or vomiting. His 
past history contributed nothing save that he 
hed passed his Army physical examination a 
few weeks before. He was pale and poorly 
nourished, but was cooperative. There was 
marked rigidity in the right lower abdominal 
quadrant; hypoactive bowel sounds were noted, 
as was an area of tenderness over McBurney’s 
point. The leukocyte count per cubic milli- 
meter of blood was 16,500. 

With the region under spinal anesthesia, a 
muscle - splitting McBurney’s incision was 
made through the abdominal wall and peri- 
toneum, which permitted the intestines to fall 
away from the lifted peritoneum enclosed in 
another peritoneum-like membrane, which was 
traversed by thin parallel blood vessels (Fig. 
2). 

Anomalous Sac.—The incision was enlarged 
to facilitate examination of the abdomen. This 
sac was seen to contain all the small bowel 
from the second part of the duodenum, the 
cecum and the ascending portion of the colon. 
There was no anatomic third part of the du- 
odenum and no ligament of Treitz, for the 
duodenum entered the sac straight caudad 
from its second part. The neck of the sac 
was formed of the upper ascending portion of 
the mesocolon; the remainder of the sac, of 
the lower portion of the ascending mesocolon 
and the mesentery of the terminal portion of 
the ileum. It presented a free edge posterior- 
ly, which surrounded the entering small bowel 
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Fig. 1—Regional distribution of intra-abdominal 
hernias (Hansmann and Morton’). 


*Paraduodenal 
*Pericecal and terminal ileum 
*Perimesenteric 
Foramen of Winslow 
Pelvic 
*Retrosigmoid 
Miscellaneous 


*True retromesocolic Herniast 


and the emerging colon. Except for narrow- 
ness of the descending portion of the colon 
and the sigmoid, no other anomaly or patho- 
logic condition could be discovered than the 
large, suppurative appendix. 

Incision was made into the sac parallel to 
the vessels. Circulation to the enclosed bowel 
was excellent, and there was no constriction 
at the neck of the sac. It was decided that 
nothing should be done to disturb the symp- 
tomless anomaly; therefore, the appendix was 
simply removed from the high-lying cecum, 
and the sac and abdominal wall were closed 
in layers. 
tHerniation through the foramen of Winslow, however, may 
not necessarily be of congenital origin for its development 
depends upon freely moving small bowel with a long mesen- 
tery and/or unfixed ascending colon. Both large and small 
bowel have been found in the omental bursa. The hernias 


listed in the diagram but not starred cannot be considered 
under the heading of this paper. 
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The patient’s convalescence was uneventful 
for six days, after which pain suddenly de- 
veloped in the right lower abdominal quad- 
rant, with distention. Roentgen examination 
revealed no gaseous distention or free gas, 
but a film taken a few hours later, after some 
subsidence of symptoms, (Figs. 3A and B) re- 
vealed free gas under the anomalous mem- 
brane. The temperature rose rapidly, and the 
patient’s general appearance became worse 
while he was prepared for operation. 


Through a long right rectus incision it was 
discovered that the sac and its contents had 
rotated nearly 45 degrees to the left, occlud- 
ing the circulation to the enclosed terminal 
portion of the ileum and the cecum, both of 
which presented the purplish discoloration of 
early gangrene. The mesentery to the terminal 
portion of the ileum and the lower portion of 
the ascending colon, which made up the an- 
terior wall of the sac, must have been the first 
to suffer occlusion of its vessels, for both seg- 
ments had become nonviable and had ruptured 
some 8 inches (7.5 cm.) above the intact ap- 
pendiceal stump. 


‘ 


Fig. 2.—Drawing of hernia in author’s case. Note 
entrance of duodenum (the horizontal uppermost 
centrally placed small bowel), exit of ascending: 
colon, dimly seen continuation of neck of encir- 
cling sac posteriorly, high-lying cecum as related 
to the superimposed umbilicus, and the narrow 
descending colon, all of which were difficult to 
picture in this two-dimensional drawing. 
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Fig. 3.—A, roentgenogram of erect patient, revealing free air trapped beneath the anomalous sac. 
B, roentgenogram of patient lying on right side, revealing free air under the anomalous sac. 


A resection was done of the gangrenous 
bowel, followed by primary anastomosis and 
removal of the redundant sac. Despite sup- 
portive therapy, including administration of 
blood and antibiotics, the patient’s temperature 
continued to rise and his color and general 
condition to become worse, and he died on the 
following morning. 

Rotation of the Bowel and Fixation of 
the Mesocolon.—In order to arrive at a 
clear understanding of the anatomic fea- 
tures of such a hernia it is necessary to 
review the normal development of the 
bowel and its mesenteries. Figure 4 illus- 
trates briefly the stages in fetal umbilical 
cord herniation of the bowel, return to the 
abdominal cavity, rotation of the large 
bowel, and fixation of the mesentery root 
and mesocolon. 

Theories of the Evolution of Retromeso- 
colic Hernia.—Treitz* (cited by Long- 
acre’) stated that the fossae are the seat 
of origination for retromesocolic (previ- 
ously called ‘retroperitoneal’) hernia— 
“The fossae are deepened and widened by 
the pressure and peristaltic movement of 
the intestines to produce a true hernia 
sac.” This would seem a plausible first 


guess at the method by which they are 
formed. However, to consider that retro- 
mesocolic hernias are formed by intrusion 
of bowel into the fossae militates against 
current knowledge of intra-abdominal hy- 
drodynamics, for there can be no such 
gradients of pressure within different por- 
tions of a closed container like the ab- 
dominal cavity. To illustrate their evolu- 
tion as in Figure 5 draws rather freely 
upon artist’s license, for there appears to 
be no force present in the fetal or the 
adult abdomen that could swing the un- 
fused mesocolon about and into its place 
against the thrust of much entrapped 
bowel, thus outpouching the mesocolon 
and forming a sac. 

Drye® reported a difference of pressure 
of some 10 to 12 cm. of water between the 
upper and lower portion of the abdomen 
of the erect human being, which is simply 
due to a higher column of abdominal con- 
tents above the lower portion of the ab- 
domen. But, although he stated that ab- 
dominal pressure may exceed that of air 
pressure outside the body by some 150 cm. 
of water upon coughing, there can be no 
such gradients of pressure within different 
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Fig. 4.—A, diagram of normal herniation of the bowel into the umbilical cord of the developing 

fetus. B, return of the bowel into the abdominal cavity, and early rotation. C, normal juvenile and 

adult intestinal anatomic picture. A and B indicate extent of fusion of ascending and descending por- 
tions of mesocolon. 


portions of a closed container such as the 
abdominal cavity. 

Formation of ‘“Malrotated” Bowel.—It 
seems much more logical to assume that, 
if the amount of small bowel left behind 
the mesocolon were great, no fusion would 
ever take place. If no fusion were to take 
place due to this “critical mass,” there 
would then be the free, left-sided ascend- 
ing and transverse portions of the colon 
associated with the partial or arrested ro- 
tation (malrotation) phenomenon, ‘“Par- 
tial” rotation then would be the more 
accurate term, and “malrotation” a mis- 
nomer. 

Moynihan,® cited in an article by An- 
drews,’ stated: “In its gradual augmenta- 
tion of size, the hernia will be affected 
by: (1) The laxity of the retroperitoneal 
tissues, and (2) the extensibility of the 
peritoneum (referring to mesocolon*).” 

Andrews,’ however, did not accept these 
observations, but based his entire theory of 
the formation of these hernias on the sole 
premise of the trapping of a greater or 
lesser amount of small bowel behind the 
developing mesocolon, somewhat as in 
Figure 5. Many writers accepted this 


*Author’s inserts. 


theory after his paper was published in 
1923. 

But Moynihan® also referred to this 
phenomenon. “In others (in the fetus*), 
it will be observed that even when the 
cecum has reached, or about reached, the 
right iliac fossa, there are coils of small 
intestine between the large gut and the 
posterior abdominal parietes.” He indi- 
cated thus that this condition may occur 
often during the return of the bowel to 
the abdomen and the rotation of the large 
bowel over the small bowel, but that “... 
the secondary adhesion of the colon is 
delayed until the small intestinal coils 
have withdrawn (free into the abdominal 
cavity*) from their position...” He thus 
pointed out that often the formation of 
these hernias is begun by a lagging ro- 
tating small bowel but is aborted by with- 
drawal of the trapped bowel from behind 
the mesocolon, which movement would 
then give rise to normal anatomic arrange- 
ment.** 


*Author’s inserts. 


**Moynihan, incidentally, was the first to recognize the 
more common retrocecal appendix as a similarly formed 
hernia of lesser magnitude, for he described it as being 
formed when it fixed itself to the posterior parietal peri- 
toneum before the cecum descended to its normal position. 
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One can rarely visualize directly the 
development of normal or abnormal ana- 
tomic structures. In developing theories, 
especially concerning the abdomen, one 
must depend rather upon a kaleidoscopic 
series of still pictures, or “stages,” as they 
are termed in different reports, and at- 
tempts to arrange them in a logical se- 
quence, aided only by the available knowl- 
edge of developmental anatomy and 
physiology. In the accompanying drawings 
only the perimesenteric type of retromeso- 
colic hernia will be represented. In the 
bibliographic sources, however, will be 
found descriptions, drawings and photo- 
graphs of hernias of various sizes in new- 
born infants, children and adults, not only 
in this location but in the other three gen- 
eral locations: paraduodenal, paracecal 
and retrosigmoid. 

Factors in the Development of the Retro- 
mesocolic Hernia.—1. A variable but small 
amount of small bowel is entrapped be- 
hind the developing mesocolon (Fig. 6A). 
As the small bowel (previously lying 
cephalad to the colon) rotates and normal- 
ly comes out from behind the mesocolon 
to hang free in the abdominal cavity, a 
small portion remains behind. The meso- 
colon then falls over this small knuckle 
of bowel and begins its attachment about 
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it to the posterior parietal peritoneum. 

2. The sac so formed is enlarged by (a) 
growth of the trapped bowel or (b) sepa- 
ration of the surrounding lightly fused 
mesocolon through the pressure and weight 
of the sac contents. 

Stability of the hernial contents at this 
stage then occurs, thus limiting the size 
of the hernia, or: ; 

3. More bowel enters the enlarging sac 
as the contained bowel temporarily di- 
minishes its own bulk through early peri- 
staltic movement. The sac, though it re- 
mains the same size, thus accommodates 
more bowel. Later, growth of the contained 
bowel and increase in the bowel contents 
enlarge the sac by stretching it and/or 
releasing its physiologic adhesions to the 
posterior parietal peritoneum. 

It is interesting to note that Andrews‘ 
stated, “Herniated viscera are never any- 
thing but small bowel.” The case, here 
presented, therefore, represents an ulti- 
mate stage in the development of this type 
of hernia. 

Terminology.—Some difference of opin- 
ion has existed through the years as to the 
naming of these hernias. “Intra-abdomi- 
nal” may include any Richter’s hernia and 
thus may not be specific. “Retroperitoneal” 
is definitely a misnomer except in the lone 


Fig. 5.—Drawings to illustrate an early theory of formation of “retroperitoneal” hernias. 
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Fig. 6.—A, late stage of rotation in which the ascending mesocolon, in fusing to the posterior parie- 


tal peritoneum, has overlain a small knuckle of bowel. 
This small “herniation” represents the perimesenteric type of retromesocolic hernia but should 
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The cecum is still in the right upper quad- 


be readily visualized as occurring in any of the other three major sites: periduodenal, pericecal or 
retrosigmoid. B, the cecum and ascending colon are still in process of rotation, while the root of the 


mesentery is seen to form a definite neck to the enlarging sac. 


C, the herniation is larger and the 


cecum has completely rotated. The loops of small bowel are numbered in sequence from the first part 


case reported by Longacre.* He pictured 
his left-sided hernia as retromesocolic at 
first, but, after fixation of the colon to the 
posterior parietal peritoneum, the growth 
of the contents pulled out the peritoneum 
to form a posterolateral wall of the sac. 

Since all these hernias develop in essen- 
tially the same manner, and their sacs are 
made up of mesocolon, which particular 
area has never fused or only partially 
fused with the peritoneum, I consider the 
generic term “retromesocolic hernia” most 
appropriate. In order that the location 
may be readily identified, it would be well 
to continue to use the specific names (para- 
duodenal, retrocecal, retrosigmoid, etc.) 
augmented, if necessary, by the fossa 
references. 

Treatment.—These hernias are subject 
to the complications of external hernias, 
such as strangulation and even volvulus, 
as in the present case. Whenever they are 
recognized, I suggest their routine repair, 
based on an attempt to construct the ap- 


of the jejunum to facilitate recognition of their course. 


proximately normal anatomic picture or 
to prevent complications in the apparently 
innocent hernia. It is unnecessary and usu- 
ally impossible to produce a normal adult 
anatomic abdominal picture from a 
stretched mesocolon sac and an abnormal 
mesentery left short through agenesis. All 
that is necessary in any case of retromeso- 
colic hernia is to remove the hernia from 
its sac and so fix the membranes as to elim- 
inate permanently the danger of volvulus, 
strangulation of the bowel or the vascular 
supply. Repair will vary with the condi- 
tions present at operation, from simple 
withdrawal of the contents of the small 
sac and closure of the orifice to extensive 
dissection, opening of the sac, eversion of 
the contents, removal of redundant meso- 
colon, closure of the artifactual rent, and, 
if necessary, suturing of the mesocolon 
and/or the root of the mesentery to the 
posterior parietal peritoneum to prevent 
volvulus if the hernia is large. Repair of 
the larger hernias can be accomplished 
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only through an incision sufficiently large 
to visualize and even eviscerate the entire 
anomaly. 

SUMMARY 


1. A review of theories as to the de- 
velopment of retromesocolic hernia is pre- 
sented. 

2. Theories are suggested for (a) the 
evolution of retromesocolic hernia and (b) 
the evolution of partially rotated bowel in- 
cluding the high-lying cecum and the free, 
unattached, or “left-sided” ascending colon. 

3. Two generic terms are suggested: (a) 
retromesocolic hernia and (b) partially ro- 
tated bowel (instead of ‘“‘malrotation’’). 
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4. A new case is reported in which near- 
ly the entire small bowel and ascending 
portion of the colon were enclosed. 

5. Suggested treatment is outlined. 


MENFASSUNG 


1. Es wird ein Ueberblick iiber die 
Theorien der Entwicklung der retromeso- 
kolischen Hernie gegeben. 

2. Es werden Theorien fiir das Zustan- 
dekommen (a) retromesokolischen 
Hernie und (b) der unvollkommenen oder 
ausbliebenden embryonalen Darmdrehung 
unterbreitet. 

3. Zwei Hauptbennungen werden 
vorgeschlagen: (a) retromesokolische 


Fig. 6 (continued).—A, photographs and drawings are included in the literature of juvenile and 
adult hernias, the growth of which have apparently been arrested at each of the stages pictured, This 
seems but an advanced stage of the conditions shown in the first part of Fig, 6, (Page 758). It is a 


large perimesenteric (retromesocolic) hernia. If the neck of the sac were slightly higher toward the 
duodenum, or should the mesenteric root bridge between the afferent loop and the ligament of Treitz 
separate from the peritoneum, the hernia would be called a right paraduodenal hernia. B, recon- 
struction of final stage of evolution of present case. It will be noted that the ascending portion of the 
colon has been drawn twisted at the mouth of the now round sac. In our experimentation with 
artefactual retromesocolic hernias of the entire small bowel (for which I am_ indebted to Dr. E. I, 
Hashimoto, Associate Professor of Anatomy, at the School of Medicine of the University of Utah), it 
was found that if the ascending colon was pulled in after it, the colon would have to rotate. How; 
ever, in my adult patient, the bowel had no rotation (Fig. 2). 
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Hernie und (b) partiell gedrehter Darm. 
4. Es wird ein neuer Fall berichtet, in 
dem fast der ganze Diinndarm und der 
aufsteigende Dickdarm einbegriffen wa- 
ren, 
5. Es wird ein Abriss der vorgeschlag- 
enen Behandlung vorgelegt. 


RIASSUNTO 


1. Vengono presentate diverse teorie a 
proposito dello sviluppo dell’ernia retro- 
mesocolica. 

2. Vengone suggerite teorie per (a) 
l’evoluzione dell’ernia retromesocolica e 
(b) per l’evoluzione della malrotazione e 
non rotazione intestinale. 

3. Vengono proposti due termini: (a) 
ernia retromesocolica e (b) rotazione par- 
ziale dell’intestino. 

4. Viene riportato un caso di ernia in 
cui era incluso quasi tutto il tenue e la 
porzione ascendente del colon. 

5. Viene trattata la terapia. 


RESUMEN 


1. Se presenta una revision de las teorias 
del desarrollo de la hernia retromesocélica. 

2. Se sugieren teorias para: (a) la evo- 
lucion de la hernia retromesocolica y (b) 
la evolucion de la malrotacién del intestino. 

3. En términos generales se sugiere: 
(a) hernia retromesocélica y (b) rotaci6n 
parcial intestinal. 

4. Se comunica un caso en el cual casi 
todo el intestino delgado y el colon ascen- 
dente se encontraban atrapados. 

5. Se delinea el tratamiento sugerido. 


RESUME 


L’auteur passe en revue les théories de 
la hernie rétromésocolique, avec emphase 
sur |’évolution de la hernie rétromésoco- 
lique et de l’intestin “qui n’a pas fait de 
rotation.” L’auteur suggére ces deux ap- 
pellations. L’auteur rapporte un cas par- 
ticulier avec son traitement. 
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Conservative Therapy of Carotid Body Tumors 


EDWARD L. DOERMANN, M.D., F.A.C.S., AND 


[ite purpose of this paper is to review 
the subject of roentgen therapy of 
carotid body tumors, a form of thera- 
py which, in our opinion, has been given 
inadequate trial. No mention of the em- 
bryologic, anatomic, pathologic or symp- 
tomatologic background of carotid body 
tumors will be made, since most articles 
that have been written on this subject 
have covered those aspects adequately. 
Excellent papers have been written by 
Lahey and Warren, Bevan and others. 
Up to the time of writing, about 300 
cases of tumor of the carotid body have 
been reported. Many of the papers have 
mentioned roentgen therapy, but in most 
instances only as a method offering little 
hope of success. Some, however, have dis- 
cussed it with enthusiasm. For example, 
in 1929 Bevan stated: “The result of these 
treatments must be accepted as having 
produced practically a cure, and it seems to 
point to the conclusion that treatment with 
the roentgen ray, with its very slight dan- 
ger, is much to be preferred to the opera- 
tive treatment of these tumors which 
carries with it the enormous mortality of 
more than 30%.”! On the other hand, in 
1937 Phelps and Snyder concluded, ‘Since 
carotid body tumors are not amenable to 
radiation therapy, hope for successful 
treatment lies solely in their surgical re- 
moval.”? MacComb? in 1948 reported sev- 
eral cases in which roentgen therapy in 
small amounts was given because of mis- 
taken diagnosis. The results were dis- 
couraging. In 1950 Lattes* called atten- 
tion to tumors arising from other sites, 
such as the ganglion nodosum and the 
middle ear, but resembling tumors of the 
carotid body. In his Case 4 the lesion, 
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judged inoperable, arose in the vagus. The 
patient was given 13 roentgen treatments 
and later died of poliomyelitis. Autopsy 
disclosed a dense scar with an encapsulated 
vascular tumor in the carotid bifurcation, 
and another higher up. The tumor ob- 
viously responded favorably to roentgen 
therapy. Few of the papers give detai!s 
of dosage or duration of treatment, so that 
it is difficult to draw conclusions. Enough 
cases, however, have been reported in 
which benefit was obtained from roentgen 
therapy to give one the distinct impression 
that perhaps surgeons are overlooking a 
means of attacking these tumors without 
the prohibitive mortality rate associated 
with surgical excision. 

As Lahey and Warren have stated, “The 
ideal treatment of carotid body tumors is 
complete surgical excision. The hazards 
of total extirpation, which derive from the 
necessity of ligating the carotid vessels in 
approximately 50 per cent of cases in 
which total excision is practiced, is such as 
to justify not employing this procedure.”® 
In about 30 per cent of cases in which the 
common carotid artery must be ligated, 
hemiplegia develops and the patient dies. 
This is true despite favorable compression 
tests as reported by Lahey and Warren. 
To attempt resection in the face of such an 
alarming mortality rate seems needlessly 
radical unless malignant change cannot be 
ruled out. Even then, if a more conserva- 
tive means offering a reasonable chance of 
success is at hand, there is much to be said 
in favor of postponing surgical interven- 
tion, until lack of benefit by other means 
is proven. Particularly is this true when 
one considers that there is widespread dif- 
ference of opinion as to the relative inci- 
dence of malignant tumors of the carotid 
body. Christopher® stated that 50 per cent 


of carotid body tumors are malignant. 
Harrington, Clagget and Dockerty said 
that all tumors of the carotid body should 
be considered low grade malignant tumors. 
Lahey and Warren,’ on the other hand, 
have expressed the opinion that the inci- 
dence of malignant manifestation is ac- 
tually considerably lower than was previ- 
ously thought. No doubt this lack of 
agreement has been responsible for the 
persistence of surgical therapy despite the 
associated high mortality rate. At best, 
surgical extirpation is difficult because of 
the adjacent great vessels and nerves and 
the deep extensions of the tumor to the 
pharynx and skull. 

The diagnosis is usually made during 
surgical exploration under the misconcep- 
tion that the tumor is a cyst of the branchi- 
al cleft. The solid, encapsulated mass is 
discovered to be intimately connected with 
the carotid bifurcation, thus making its 
identity known. What plan, then, should 
be followed when the surgeon discovers a 
tumor of the carotid body during cervical 
exploration? If it is one that can be re- 
moved without difficulty and without en- 
dangering the carotid vessels, then this 
should be done. At times, however, merely 
peeling the tumor off the carotid adventitia 
results in thrombosis. If removal is ob- 
viously hazardous, a biopsy specimen 
should be taken and the operation termi- 
nated. If the tumor is causing symptoms 
of pressure or is large enough to cause an 
obvious bulge, be it benign or malignant, 
it is our conviction that adequate roentgen 
therapy has a good chance of solving the 
problem, as it did in the case to be pre- 
sented here. If there is no response, then 
operation may be reconsidered, but it 
would seem that only severe symptoms or 
obvious malignant disease would justify a 
procedure associated with such an appall- 
ing mortality rate. Certainly little can be 
lost and much gained by a trial of roentgen 
therapy. The tumor is usually vascular, so 
one would anticipate a favorable response 
to irradiation. 


REPORT OF CASE 


Mrs. M. C., white woman aged 46, was first 
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seen as an office patient on April 20, 1951, 
complaining of a “swelling” in the left side of 
the neck which had been present for ten years. 
It was first noticed as a small painless mass, 
but in the past year the mass had increased 
in size. Periodically during the past year the 
patient had noticed also the occurrence of 
sharp lancinating pain in the left pre-auricular 
area, radiating to the left tempero-parietal 
region. 

The patient’s health had been excellent ex- 
cept for the “low blood pressure.” A review 
of systems gave negative results. The blood 
pressure in millimeters of mercury was 130 
systolic and 70 diastolic. The temperature was 
99 F. and the pulse rate 88. The patient was 
well developed and well nourished. There was 
an obvious swelling just anterior to the upper 
third of the left sternocleidomastoid muscle. 
This mass was firm, slightly tender and fixed. 
The overlying skin was normal and freely 
movable. There was no evidence of lympha- 
denopathy, abnormal pulsation or fluctuation. 
The remainder of the physical examination 
revealed an otherwise apparently normal 
woman. 

Complete laboratory tests of the blood 
yielded the following values: hemoglobin, 
11.9 gm. per hundred cubic centimeters (82 
per cent); erythrocyte count per cubic milli- 
meter, 4,100,000, and leukocyte count per cubic 
millimeter, 4,200, with a differential count of 
62 per cent polymorphonuclear leukocytes, 2 
per cent stab cells, 34 per cent lymphocytes 
and 2 per cent eosinophiles. Urinalysis showed 
the urine to be yellow and slightly cloudy, with 
a pH of 5.5 and a specific gravity of 1.014. 
Microscopically it was seen to contain occa- 
sional leukocytes and bacteria and a few 
epithelial cells. 

The clinical diagnosis was branchial cleft 
cyst, with the possibility of a carotid body 
tumor. The patient was hospitalized on May 
2, and on May 8, with nitrous oxide-oxygen- 
ether anesthesia, cervical exploration was per- 
formed through a longitudinal incision parallel 
to the anterior border of the left sternocleido- 
mastoid muscle overlying the tumor mass. The 
muscle belly was retracted laterally to expose 
the ovoid tumor mass, which was somewhat 
larger than a plum. It was intimately asso- 
ciated with the carotid vessels, and its capsule 
contained numerous branching dilated veins; 
in appearance, it was much like a lobe of the 
thyroid gland. The internal jugular vein was 
stretched over the surface of the tumor, so 
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it was freed and divided. Attempts to mobilize 
the tumor provoked profuse bleeding from the 
overlying veins. This was difficult to control, 
so the operation was terminated. Postopera- 
tively the patient complained bitterly of pain 
over the tumor radiating into the left ear. 
The wound healed well, and the patient was 
discharged on May 9. 

When she was seen in the office later, on 
May 23, her complaints included hoarseness 
as well as pain. The swelling, of course, was 
still apparent. Indirect laryngoscopic examina- 
tion demonstrated some distortion of the left 
side of the pharynx by an extrinsic mass. The 
larynx was normal. It was decided that re- 
exploration should be done, at least for biopsy 
purposes, so that the efficacy of roentgen 
therapy could be decided upon. The patient 
was rehospitalized on June 6, and on June 7, 
with nitrous oxide-oxygen-ether anesthesia, 
with a nasotracheal tube in place, cervical ex- 
ploration was again attempted through the 
sear of the previous operation. Several bi- 
opsy specimens were taken from the tumor 
mass, and bleeding was controlled with diffi- 
culty. It was obvious that the carotid vessels 
were intimately involved and that their liga- 
tion would be required if the tumor were to 
be resected. Frozen sections were inconclusive. 
The wound was closed and subsequently healed 
per primam. 

Pathologic Picture (Dr. A. E. Rhoden) .— 
“Gross: The fragments of tissue are from 4 
to 16 mm. in diameter. Some of the tissue is 
gray and friable. Other fragments are more 
dense and hemorrhagic. 

“Frozen: In areas small cells are arranged 
about blood vessels. A carotid body tumor is 
strongly suggested. 

“Microscopic: The tissue is composed of 
small epithelium-like cells arranged in syncy- 
tial masses which surround numerous epitheli- 
um-lined vascular spaces. Their nuclei are 
larger and variable in size. Some cells are 
polvhedral and show alveolar arrangement. 
Their cytoplasm is in places rather dark stain- 
ing and slightly granular, while in others it 
tends to be vacuolated and then gives rise to 
visible cell boundaries. Some RBC’s are seen 
in these vascular spaces. 

“Diagnosis: Carotid body tumor.” 

A trial dose of roentgen therapy was de- 
cided upon, and from June 20 to June 27 the 
patient was given 1,000 r to a 10 cm. round 
port. The following excerpts from office notes 
are presented: 
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June 27: Pain and stiffness decreased. 
Marked regression in size of 
tumor. 

July 3: Patient states mass is now smaller 
than it has been for seven years. 

From July 3 to July 18 the patient was 

given an additional 2,400 r, 300 r per day. The 
total dose, then, was 3,400 r. Again we quote 
the office records: 

July 18: Pain-free for a week. 

August 1: Mass much smaller. Pain-free for 

three weeks. 

October 8: Some stiffness in neck; no pain. 

January 9: Mass barely visible. No pain. 


COMMENT 


We are well aware that one or even 
many such cases can prove nothing sta- 
tistically. Nor do we hold any brief for 
the indiscriminate use of roentgen thera- 
py on all tumors of the carotid body. In 
our opinion, however, this case and others 
like it reported in the literature prove the 
worth of this conservative mode of thera- 
py, particularly when one considers the 
prohibitive mortality rate of surgical ex- 
tirpation. Undoubtedly there will be fail- 
ures with roentgen therapy, but there are 
few instances in surgery of any one thera- 
peutic approach that is invariably suc- 
cessful. 

Since the benign tumors grow slowly 
and cause only pressure symptoms, and 
since the incidence of malignant tumors 
of the carotid body is still in doubt, we 
suggest that a conservative approach that 
offers a chance of cure in a good number 
of cases is well worth considering seri- 
ously. 


SUM MARY 


A case of tumor of the carotid body is 
reported, in which roentgen therapy 
proved to be effective. The authors hold 
no brief for the indiscriminate use of 
roentgen therapy for all such tumors, but 
are convinced that conservative measures 
of this kind are worthy of consideration 
in view of the high mortality rate associ- 
ated with surgical extirpation. 
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RESUME 


Les auteurs rapportent un cas de tu- 
meur de la carotide traitée avec succés 
par la radiothérapie. Les auteurs ne pré- 
conisent pas la radiothérapie d’emblée 
pour toutes les tumeurs, cependant, a 
cause du taux de mortalité élevé, il faut 
tenter d’abord les procédés plus conserva- 
teurs. 


RIASSUNTO 


Viene riferito un caso di tumore del 
glomo carotideo in cui la roentgenterapia 
si rivelo efficace. Gli Autori non pretendo- 
no che tale cura debba essere indiscrimina- 
tamente usata in tutti questi tumori, ma 
sono convinti che mezzi conservativi di tal 
genere meritino la pil alta considerazione 
data l’alta mortalita dell’estirpazione chi- 
rurgica. 


RESUMEN 


Se comunica un caso de tumor del cuerpo 
carotideo, en el cual el tratamiento con 
rayos roentgen probo ser efectivo. Los 
autores sostienen que no debe discriminar- 
se el uso de la roentgen terapia para todos 
esos tumores, pero estan convencidos que 
las medidas conservativas de esta naturale- 
za valen la pena de considerarse en vista 
de la alta mortalidad asociada con la ex- 
tirpacién quirtrgica. 
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ZUSAM MENFASSUNG 


Es wird iiber einen Fall einer Ge- 
schwulst des Karotiskérpers berichtet, in 
dem die Réntgenbehandlung sich als wirk- 
sam erwies. Die Verfasser haben nichts 
iibrig fiir eine wahllose Anwendung der 
Rontgenstrahlen zur Behandlung solcher 
Geschwiilste, sind aber iiberzeugt, dass 
derartige konservative Massnahmen im 
Hinblick auf die hohe mit der chirur- 
gischen Resektion verbundene Sterblich- 
keit Beachtung verdienen. 
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rectification the experiments which nature makes upon us. The study 


of disease is just as much a part of university work as is the study 


of mathematics, and a close affiliation of the two institutions is the 


best guarantee of that combination of science with practice which it is 


the right of people at the present day to demand. 


—Osler. 
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surgical procedure is due to the lack 

of oxygen in the vital centers of the 
brain. These vital and highly sensitive 
cells can withstand the lack of oxygen, 
caused by the failure of the circulation, 
for not more than three and one-half 
minutes.' All efforts directed toward the 
successful resuscitation of these patients 
must have only one goal—minimizing the 
degree and duration of cerebral anoxemia. 
The importance of oxygen to the heart 
muscle is second only to its need by the 
brain cells. 

Cardiac arrest is the sudden and unex- 
pected stoppage of heartbeats occurring 
during the induction of any type of an- 
esthesia for any type of surgical pro- 
cedure, or in the recovery room shortly 
after such a procedure. No surgical emer- 
gency outranks cardiac arrest. Only the 
severance of a large artery or vein is com- 
parable. 

This emergency is not a new disease but 
a situation to which surgeons have slowly 
been awakened through the efforts of men 
like Bailey, Lahey and Ruzicka, Gunn, 
Nicholson, Primrose, Wiggers and many 
others. 

Operative risks have been improved and 
the possibility of complications greatly 
lessened by careful preoperative study and 
meticulous preoperative attention to detail. 
Such care brings many patients to the 
operating room for whom surgical in- 
tervention would not have been considered 
previously; it enables the surgeon to ar- 
rive at a better evaluation of the case; it 
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enables him to anticipate and sometimes 
to prevent many serious complications that 
would have occurred in the past. At the 
same time, however, it brings more pa- 
tients in relatively poor condition to opera- 
tion. Many such patients would have only 
death, possibly preceded by severe and pro- 
longed pain, as an alternative. These are 
accepted as calculated risks. 

Such relative poor risks do tend to in- 
crease the incidence of cardiac arrest. The 
attempts to save life by cardiac massage 
have highlighted them, whereas previously 
no attempts had been made to resuscitate 
them and many patients died an “anes- 
thetic death” or died from “shock” or from 
“failure to recover from the anesthesia.” 
Bailey? has had about 2 cases per year 
and Lahey'® 13 cases in seven years, in 
which 7 of the patients recovered ; of these, 
5 were norma] mentally. 

The literature indicates that the first 
death attributed to anesthesia occurred on 
Jan, 28, 1848, just a little more than a 
year after the introduction of ether and 
only about two months after chloroform 
was introduced in obstetrics.* This was 
undoubtedly due to cardiac arrest produced 
by the anesthetic through anoxia. Suc- 
cessive experiments and observations 
gradually led to the development of the 
current method of treating this emergency. 
For example, Schiff experimented with 
manual massage for cardiac resuscitation 
in 1874, and Niehas in 1889 first attempted 
cardiac massage in man;'* Ingelsbrid first 
succeeded in resuscitating the human 
heart in 1904; successful subdiaphrag- 
matic massage was first reported by Star- 
ling and Lane? in 1902; Crile and Dolley* 
were the first to suggest, in 1906, that ar- 
tificial respiration be performed simulta- 
neously with the cardiac massage; and 
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Fig. 1.—Preoperative electrocardiograph of J, Y., showing complete heart block with idiopathic ven- 
tricular rhythm and a left bundle branch block. The auricular rate was 75, and the QRS 0.12. The 
T3 wave was inverted. 


Beck® in 1941 was the first to achieve 


successful defibrillation of the human 
heart. 

In 1921 Gunn"4 outlined a rational treat- 
ment of cardiac massage and drug admin- 
istration based on animal experiments. 
Beck and Mautz’ in 1937 outlined the 
method of treating ventricular fibrillation 


which is, in essence, accepted today. 
Nicholson"! classified heart failure into 
three general groups as (a) a terminal 
event in a mortal illness, such as gener- 
alized peritonitis, intestinal obstruction, 
extreme age or extreme emaciation; (b) 
a phenomenon due to reflex inhibition an- 
oxemia of the brain, and (3) a result of 
the toxic action of an anesthetic agent. 
Cardiac massage is most likely to be effec- 
tive with the last two. 

Types of Cardiac Arrest.—Three types 
of cardiac arrest are described*: (1) ab- 
solute arrest; (2) ventricular fibrillation, 
and (3) complete heart block with ventric- 
ular asystole (Stokes-Adams type). 

Absolute arrest is the type most fre- 
quently encountered. It may occur during 
any phase of anesthesia or operation. It is 
usually produced by prolonged, severe 


anoxia caused by failure to supply suffi- 
cient oxygen; by excessive loss of blood, 
or by excessive reflex stimulation. 

Ventricular fibrillation is infrequent, 
usually occurring during the induction or 
the recovery phase of anesthesia. It may 
be produced by excess epinephrine, toxic 
doses of anesthetic agents, cardiac manipu- 
lation or electric shock. 

The Stokes-Adams type of cardiac arrest 
is probably the least frequent. This occurs 
in patients with preexisting heart block. 
Anoxia, manipulation, or reflex stimula- 
tion may precipitate the ventricular asys- 
tole. 

Probably, anesthetic depression anoxia 
is the most common cause of cardiac arrest 
during or following an operation. Surgi- 
cal shock with vasomotor collapse during 
an operation frequently induces cardiac 
asystole. Occasionally, myocardial infarc- 
tion occurs during operation, with little 
chance of resuscitation. 

Etiologic factors.—1. It is known that 
chloroform, ethyl chloride and cyclopro- 
pane can sensitize the heart to the action 
of epinephrine.® 

2. Hypoxia sensitizes the carotid sinus’® 
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producing inhibition of cardiac activity. 

3. Hypoxia sensitizes the heart and 
causes an increased content of epinephrine 
in the circulating blood.™ 

4, Intravenous barbiturates and cyclo- 
propane have a parasympathetic effect 
on the heart referable to the parasympa- 
thetic nervous system.” 

5. Stimulation of the vagus nerve may 
inhibit cardiac activity.” 

6. Too deep anesthesia causes sudden 
simultaneous cardiac and respiratory ar- 
rest!* through anoxia. 

Preventive therapy requires proper pre- 
anesthetic and anesthetic management, 
such as: 

1. Attention to the fluid and electrolyte 
balance. 

2. Adequate pre-anesthetic medication 
— “allays apprehension and depresses 
vagal function.”?* 

3. Due consideration of the selection of 
anesthetic agents. 

4. Adequate blood hemoglobin and red 
cell count. 

5. Adequate anesthesia for traction or 
handling of viscera or for painful maneu- 
vers. 

6. Minimal hypoxia. 

Diagnosis.—Premonitory signs may be 
an increase in pulse rate or the occurrence 
of arrthymia, followed by a decrease in 
pulse volume. The presumptive diagnosis 
of cardiac arrest is made on the basis 
of (a) absence of pulse, (b) “zero” blood 
pressure, (c) “white asphyxia” and (d) 
dilated pupils. These signs should be and 
are usually detected by the anesthetist. 
If the surgeon has exposed a large artery 
or is working in the upper part of the 
abdomen the artery or heart can be pal- 
pated for pulsations. 

If these signs are present, cardiac arrest 
has occurred. Provided that the heart had 
not been severely damaged by prolonged 
injury or infection, immediate steps should 
be taken to resuscitate it. Useless, ineffec- 
tive, time-consuming and unscientific pro- 
cedures must not be attempted while the 
surgeon masters sufficient courage to open 
the chest. Listening to the precordium 
with a stethoscope for heart beats that 
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cannot be recorded by a sphygmomano- 
meter is but one of the futile gestures that 
spell defeat for the surgeon’s efforts and 
inevitable death for the patient. 

“The active treatment of a patient with 
an arrested heart is unequivocal and un- 
compromising, and must be instituted im- 
mediately.”'+ ‘Resuscitation should be di- 
rected toward (1) immediate restoration 
of oxygen supply to the tissues, particu- 
larly to the brain and heart, and (2) res- 
toration of spontaneous cardiac and res- 
piratory activity.” 

Thousands upon thousands of attempts 
have been made under all combinations of 
circumstances to reactivate a stilled heart 
by the injection into it of most of the 
alleged cardiac stimulants through the 
precordium.'t * Almost all of these have 
failed.5 Merely pricking the heart with a 
needle may produce an asinusoidal stimu- 
lus, and one heart is said to have been re- 
activated in this manner. 

Many failures have been due to a mis- 
conception of the physiologic action of 
these drugs or to inadequate facilities for 
doing anything else. Only recently has it 
been known that epinephrine, which pro- 
duced, at times, varied reactions, actually 
consists of two separate factors. These two 
factors produce totally different effects. 
The lesser factor is known as nor-epineph- 


Fig, 2—J. Y. Post-operative electrocardiograph 


shows no changes in the tracing. 
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rine and comprises about 15 per cent of 
the total. One of its actions is to increase 
and sustain blood pressure. The factor 
does not seem to cause fibrillation. 

Most physicians have been taught in 
their early years of training to inject 
epinephrine (1:1,000) into the heart 
through the chest wall or intravenously 
for cardiac emergencies. Few clinicians 
have a clear idea of whether it should be 
diluted, and, if so, how much, Few realize 
the ability of the drug to produce ventricu- 
lar fibrillation.” Bailey’? has “never seen 
epinephrine alone revive a heart that has 
already stopped but it will increase the 
force of contractions in decided enfeeble- 
ment of the heart.” 

Wolff'® has said that “it is doubtful 
whether an intracardiac (through the 
chest wall) injection of epinephrine ever 
does more than delay the application of 
better methods and, in some circumstances, 
may actually be harmful.” Barber and 
Madden,'* in their exhaustive article on 
the subject, stated: “These drugs do noth- 
ing more than sensitize an excitable heart 
with the resultant production of fibrilla- 
tion and death.” 

Time is the fourth dimension through- 
out the chemical world; in the conception, 
growth, development and death of man; 
in his daily life and relations with his fel- 
lowman; but nowhere and on no occasion 
is the factor of time of more importance 
than when a human heart stops after the 
induction of anesthesia or during a surgi- 
cal operation. 

Regardless of various reports’ indicat- 
ing recovery after “complete cardiac ar- 
rest” lasting up to nineteen minutes, the 
great preponderance of experimental work 
and clinical experience indicates that three 
to three and one-half minutes of complete 
arrest is the maximum period of complete 
anoxemia that the cerebral cells will toler- 
ate and remain unimpaired. 

Once the diagnosis has been made, a 
preconceived plan of action must be insti- 
tuted immediately, with no lost motion, no 
fumbling and no waiting. Each member 
of the team must know his part and carry 
it out exactly as planned. 
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The sterile equipment on the anesthetic 

stand and in the room, is as follows: 

1. Simple instruments and rib spreader 
or abdominal self-retaining retractor 

2. Syringes, luer lock, 2 to 5 cc. or 10 ce. 

3. Needles, G. 20, spinal type 

4. Medications: Pontocaine, 1 to 2 per 
cent 
Metycaine, 10 per cent!* 

Calcium chloride, 1 per cent 
Sodium chloride, 0.85 per cent 
Epinephrine hydrochloride, 1:1,000 
. Metal plates 5 by 5 cm. with post 
attachment for applying shock to de- 
fibrillate 
. Battery box or Variac transformer 
to deliver 0.8 to 1.5 amperes and 110 
volts of a 60-cycle current 
As soon as the decision is made to open 
the chest the team should proceed as fol- 
lows: 

Anesthetist : 

1. Place patient in Trendelenberg po- 
sition, 5 to 10 degrees 

2. Insert endotracheal tube (or rigid 
airway) 

3. Administer 100 per cent oxygen 
continuously, with use of rebreath- 
ing bag to force into lungs 

4. Check pulse and blood pressure 

5. Give blood, saline solution and intra- 
venous medications 

Serub nurse: 

1. Prepare syringes and needles 

2. Hand instruments 

Surgeon or first assistant: 

1. Open chest rapidly (fourth left inter- 
space) 

2. Grasp heart, apex in palm, fingers 
toward base 

3. Compress forcefully, 40 to fifty times 
per minute 

Second nurse: 

Call out time at thirty-second intervals. 

Simultaneously the anesthetist, the sur- 

geons and the nurses proceed to carry out 
their assigned steps in this great battle 
to resuscitate a heart. 

A. The anesthetist stops administering 

any anesthetic agent, lowers the table to 
a 5 to 10 degree Trendelenberg position, 
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Fig. 3.—A, J. Y. Intravenous urogram showing definite filling defect in the lower pole of the left 
kidney. B, translumbar aortogram showing an abnormal renal arterial distribution, with “pooling” 


of the dye in the mass of tissue below the distorted renal pelvis. Such irregular concentrations of the 
dye occur only in tumors, 


inserts an endotracheal tube and fills the 
lungs rhythmically with 100 per cent oxy- 
gen, using pressure on the rebreathing 
bag. Then an adequate flow of intravenous 
fluids is supplied, particularly blood or 
blood substitutes if indicated, by the intra- 
arterial route*’ if the loss has been suffi- 
ciently great. 

B. The surgeon or his assistant, after 
not more than a few seconds spent with 
skin antisepsis and drapes (or omitting 
them entirely), performs a thoracotomy 
through the left fourth interspace extend- 
ing from the lateral border of the sternum 
to the midaxillary line.'* This should be 
accomplished in two or three strokes. The 
adjacent costal cartilages should be di- 
vided with a knife or even fractured with 
the spreader to save time. If the hand 
cannot be readily inserted, a rib spreader 
is placed in position. The heart is then 
palpated through the pericardium. 

Diagnosis of cardiac arrest and its type 
is now definite. An entirely motionless 
heart indicates absolute arrest. Irregular 


crawling motions or the sensation of a 
“bag of worms”’ is diagnostic of ventricu- 
lar fibrillation. Ventricular asystole, with 
more or less auricular activity, is associ- 
ated with the Stokes-Adams type of arrest. 

Various methods" and technics of cardi- 
ac massage have been tried and have, on 
occasion, been reported as successful: (1) 
massage through the intact diaphragm"™ 
from an abdominal incision made before 
or subsequent to the onset of cardiac ar- 
rest; (2) massage through an incision in 
the diaphragm made from the peritoneal 
cavity, permitting the insertion of the sur- 
geon’s thumb or his entire hand to grasp 
the heart; (3) blunt dissection of the 
fascial planes in the midline back of the 
sternum to permit insertion of the thumb. 
Some of these approaches may be made 
more rapidly if the abdominal cavity is 
already open, but all have the disadvantage 
of completely blocking (1) the topical] ap- 
plication of procaine hydrochloride to the 
heart; (2) the intra-auricular injection of 
any medication, and (3) the electrical 
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defibrillation in instances of ventricular 
fibrillation. Thus massage by these meth- 
ods may be difficult, and, since such pro- 
cedures are frequently inadequate, they 
delay, even if they do not completely obvi- 
ate, the carrying out of additional meas- 
ures to restore the normal heartbeat and 
supply oxygen to the brain. The time lost 
in doing a thoracotomy later may be the 
margin that means defeat. 

Regardless of the type of arrest, cardiac 
massage is begun at once, since the circula- 
tion must be reestablished artificially with- 
in the three or three and a half minutes at 
most. Massage is performed by placing 
the thumb on one side of the heart and 
the fingers on the other, with the apex of 
the heart in the hollow of the palm, and 
compressing the heart about 40 to 50 
times per minute in a rhythmic fashion.”! 
The circulation must be maintained in this 
manner until effective cardiac action is 
restored or until the situation is considered 
hopeless. If the cardiac massage, per- 
formed extrapericardially, is inadequate 
(as determined by pulse, blood pressure 
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and color) the pericardium should be 
opened, 5 cc. of 1 per cent procaine hydro- 
chloride solution instilled into the right 
auricle or ventricle cavity and the heart 
compressed directly. The epicardium 
should be kept moist with 1 to 2 per cent 
procaine solution to lessen surface irrita- 
bility. Johnson and Kirby’ have suggested 
diverting a greater part of the cardiac 
output to the brain by occluding the de- 
scending thoracic aorta. Carotid blood 
flow is greatly increased by this maneuver. 

Cardiac massage will maintain sufficient 
circulation to prevent cerebral damage for 
considerable periods. Systolic blood pres- 
sures of 69 to 80 mm. of mercury or even 
higher are attained. Kay’? noted that dogs 
with ventricular fibrillation could be main- 
tained for over one hour by cardiac mas- 
sage. After recovery these dogs showed 
no neurologic sequelae. 

Once artificial circulation has been in- 
itiated by cardiac massage, specific meas- 
ures may be required to reestablish spon- 
taneous cardiac activity. These may be 
applied in a more leisurely manner than 
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Fig. 4.—J. Y. The removed kidney shows a 60 percent replacement of parenchyma by tumor, 
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the previous steps. They will be considered 
for each type of cardiac arrest. 

Absolute Arrest: A heart in absolute 
arrest, without gross myocardial damage, 
will often resume spontaneous beating 
within a few minutes after nothing more 
than massage. Rest periods of a few sec- 
onds’ duration should be provided at fre- 
quent intervals during the massage to en- 
courage spontaneous cardiac systole. After 
weak systoles begin, reinforcement by 
cardiac compression just after each beat 
may be necessary for circulatory mainten- 
ance. If strong systoles do not soon de- 
velop, epinephrine, (1:1,000) 0.5 cc. di- 
luted with 10 cc. of 1 per cent procaine 
hydrochloride, should be injected by the 
intravenous or the intra-auricular route.!” 
Atropine sulfate may help in refractory 
cases by diminishing vagal influence. In- 
travenous doses up to 1/150 (0.0004) gr. 
may be given. Lahey and Ruzicka'* empha- 
sized the fact that the true value of drug 
therapy in cardiac arrest is to intensify 
the effect of cardiac massage. Since pro- 
caine is a myocardial depressant and de- 
creases the tendency for spontaneous 
cardiac activity, large doses should be 
avoided. 

Stokes-Adams Type: The measures ad- 
vocated for absolute arrest generally apply 
to this type. Atropine is useful and should 
be given early.’* “It renders the action of 
epinephrine solely sympathetic.” Epineph- 
rine may be given in small doses of 0.1-0.3 
cc. diluted in 10 cc. of saline solution and 
injected into the chamber of the right 
auricle. 

Ventricular Fibrillation: Reestablish- 
ment of effective cardiac action is impossi- 
ble until every vestige of fibrillation has 
ceased. The first step to accomplish this 
is the administration of 10 cc. of 1 per 
cent procaine solution intra-auricularly. 
Occasionally fibrillary motion may then 
cease spontaneously. 

Electrical defibrillation of the ventri- 
cles,* however, will usually be required. 
This is accomplished by passing through 
the heart a 60-cycle alternating current of 
1 to 1.5 amperes and about 110 volts for 
one second or less and repeating several 
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times if necessary.** If cardiac standstill 
is not yet present, serial defibrillation is 
used. This consists of applying the afore- 
mentioned current for one-third of a sec- 
ond, followed by a rest interval of the 
same duration, repeating for six to eight 
shocks. Cardiac standstill will almost 
always follow this. 

Electric defibrillation requires two non- 
corrosive electrodes, 5 by 5 cm., a source 
of current (Variac transformer) and a 
controlling switch. 

After defibrillation has been accom- 
plished, absolute arrest is present and car- 
diac massage is then continued. 

After effective cardiac action has been 
restored, an observation period of about 
twenty minutes should elapse before the 
chest is closed.- This is to assure that re- 
currence of the arrest will not follow. 


Closure of the chest is then accomplished 
by any method assuring an airtight seal 
and good healing. The lung should be re- 
expanded during closure by means of an 
intrathoracic catheter and under water 
seal. The catheter may be left in the chest 
for several days after the operation to 
drain the pleural space or permit the ad- 
ministration of antibiotics if indicated. 
Routine antibiotics and other postoperative 
treatments are given as indicated. Dig- 
italization may be advisable if there is 
evidence of congestive failure. 

An examination of the records of the 
Western Pennsylvania Hospital, a 500-bed 
general hospital in Pittsburgh, shows that 
in two years there were 20 cases in which 
death occurred in the operating room or 
within a three-day postoperative period 
in which the anesthetic might have been 
a factor. In only 6, however, could the 
condition be called cardiac arrests. This 
is no more than seems to have been true 
for previous years. During this period 
16,000 anesthetics were given. These were 
on almost all of the various services, 
including neurosurgery, ophthalmology, 
gynecology, urology and general surgery. 
In 11 instances cardiac massage was at- 
tempted; in only 2 did it appear to be suc- 
cessful. In 2 the chest was opened and 
massage begun within three minutes; in 
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the others there were delays of five to 
twenty minutes. In all but 1 the heart 
beat and respirations were reestablished, 
but in all of these death occurred rather 
suddenly within three to thirty-six hours. 
In the single case, besides the one to be 
reported here, in which the patient com- 
pletely recovered, arrest occurred during 
an embolectomy (superior mesenteric 
artery). In that case also the cardiac mas- 
sage was instituted in three minutes 
through a thoracotomy. The patient re- 
covered completely but died later of peri- 
tonitis secondary to gangrene of the in- 
testine. 


REPORT OF CASE 


J. Y., a 72-year-old white man, had been 
treated elsewhere for eight months because 
he was tired, had a poor appetite and was 
losing weight. Gross blood had never been 
observed in his urine. Although gastrointes- 
tinal and gallbladder roentgen series had been 
taken, no pyelograms had ever been made. A 
complete medical study and surgical consulta- 
tion were carried out at our hospital before 
an intravenous program was made. 

The patient appeared chronically ill, mal- 
nourished and anemic. He had a complete 
heart block, which was said to have been pres- 
ent for two years. Because of the patient’s 
rigidity, the kidneys could not be palpated. 
Pyelographic and translumbar aortographic 
studies established the preoperative diagnosis 
of left renal tumor; the lesion later proved to 
be an adenocarcinoma (hypernephroid type). 

Because of the patient’s pain and insistence, 
(he threatened to “put a knife into himself’’), 
operation was p2rformed on May 16, 1951, 
with the patient under endotracheal nitrous 
oxide-oxygen-ether anesthesia, through a left 
loin incision with resection of the twelfth rib. 
The kidney was exposed, and a carcinoma of 
the lower pcle was discovered. During dissec- 
tion of the renal pedicle the anesthetist de- 
tected sudden cessation of the pulse and respi- 
rations. The skin was grayish, and the pupils 
were widely dilated. No carotid pulse and no 
blood pressure were obtainable. 

The cardiac resuscitation procedure was 
begun immediately. The second assistant 
checked the elapsing time. The anesthetist 
ventilated the lungs with pure oxygen, ob- 
served the pulse and increased the rate of 
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blood flow into the vein. The chest was rapidly 
painted with antiseptic solution. Thoracotomy 
was performed through the left fourth inter- 
space, allowing good exposure and palpation 
of the heart through the pericardium in three 
minutes. The ventricles were in asystole, and 
the auricles were beating with an essentially 
normal rhythm (Stokes-Adams type of ar- 
rest). Cardiac massage was begun at a rate 
of 40 to 50 per minute. Within two minutes 
the ventricles were beating spontaneously at 
a slow rate. 

The chest wall was temporarily approxi- 
mated with towel clips and the renal operation 
was resumed. Within five minutes ventricular 
asystole again developed. Massage was again 
employed until the ventricular rhythm was 
maintained. The rate was very slow—approxi- 
mately 30 beats per minute. Atropine sulfate 
(0.0004) 1/150 gr., was injected intravenously, 
after which the ventricular rate increased to 
60. 

A section of the tumor was removed for bi- 
opsy. The chest and renal wounds were then 
closed. without further attempt at nephrecto- 
my. The left lung was reexpanded during 
closure, with the aid of a catheter. 

The immediate postoperative condition was 
good. The patient recovered normally from 
the anesthetic. There was no evidence of neu- 
rologic damage, no change in reflexes and no 
loss of memory. He was given the usual sup- 
portive therapv and antibiotics and was out of 
bed on the third postoperative day. 

The chest wound healed per primam, but 
some bloody drainage from the flank incision 
continued for about two weeks. The postop- 
erative cardiographic tracing was identical to 
the one made preoperatively. 

The patient did not regain his appetite or 
strength and died on the eighteenth postopera- 
tive day from the effects of his tumor, but 
without having shown mental or neurologic 
changes. 

Autopsy showed a carcinoma of the lower 
pole of the left kidney, which had been ad- 
herent to the posterior wall; a slight encysted 
hydrothorax and slight, fine fibrinous pleuritis, 
left; mild fibrinous epicarditis; normal coro- 
nary arteries, and mild myocardial degenera- 
tive changes. 


SUMMARY 


1. Cardiac arrest is an infrequent but 
serious problem confronting surgeons and 
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anesthetists. 

2. The treatment of cardiac arrest is 
immediate oxygenation of the brain cen- 
ters by the artificial pumping of fresh oxy- 
gen from the lungs. Immediate and effec- 
tive cardiac massage is the only known 
means of doing this. Secondary measures 
are required for the specific types of ar- 
rest. 

3. Success may be expected in most 
cases only if cardiac massage is begun 
within three to three and a half minutes 
after the onset of arrest. 

4. A preconceived, coordinated plan of 
action is necessary to accomplish this. 

5. A successful case of complete recov- 
ery after three minutes of cardiac arrest 
is reported. 


RESUMEN 


1. El paro cardiaco es un problema raro 
pero grave afrontado por los cirujanos y 
anestesistas. 

2. El tratamiento del paro cardiaco es 
la oxigenaciOn inmediata del cerebro por 
el bombeo artificial de oxigeno fresco de 
los pulmones. El] masaje cardiaco inmedi- 
ato y efectivo es el unico medio conocido 
para este propésito. Para los tipos especi- 
ficos de paro se requieren mediadas secun- 
darias. 

3. Debe esperarse éxito si en la mayoria 
de los casos se empieza el masaje cardiaco 
dentro de los tres 6 tres y medio minutos 
consecutivos al comienzo del paro. 

4. Para llevar a cabo esto es necesario 
un plan de accién coordinado y preconce- 
bido. 

5. Se comunica un caso de paro cardiaco 
con recuperaciOn completa después de los 
tres minutos del paro. 


RESUME 


L’arrét cardiaque est une complication 
rare mais ennuyante pour le chirurgien ou 
l’anesthésiste. Le traitement consiste a 
faire pénétrer de l’oxygéne frais du pou- 
mon au cerveau par le massage cardiaque 
immeédiat, c’est-a-dire en dedans de 3 a 3% 
minutes de la cessation. L’auteur rapporte 
un cas heureux. 
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RIASSUNTO 


1. L’arresto del cuore @ un raro, ma 
grave, problema cui possono trovarsi di 
fronte chirurghi e anestesisti. 

2. La cura dell’arresto del cuore consis- 
te nell’immediata ossigenazione del cervel- 
lo facendogli arrivare ossigeno dai polmoni 
artificialmente. L’unico mezzo per ottenere 
cid é@ i] massaggio cardiaco immediato ed 
efficiente. A seconda, poi, dei diversi tipi 
di arresto verranno adottate altre misure 
terapeutiche sussidiarie. 

3. Nella pit’ parte dei casi si potra 
sperare nel successo soltanto se i] massag- 
gio cardiaco sara stato iniziato dai 3 ai 
3 minuti e mezzo dopo l’inizio dell’arresto 
cardiaco. 

4. Per fare questo é necessario studiare 
un piano terapeutico prestabilito e ben co- 
ordinato. 

5. Viene riferito un caso di guarigione 
completa dopo 3 minuti di arresto cardi- 
aco. 


ZUSAM MENFASSUNG 


1. Herzstillstand gehért zu den schwer- 
en wenn auch nicht zu den haufigen dem 
Chirurgen und dem Anisthesiologen be- 
gegnenen Problemen. 

2. Die Behandlung des Herzstillstandes 
besteht in der sofortigen Versorgung der 
Gehirnzentren mit Sauerstoff mittels 
kiinstlicher Zufuhr frischen Sauerstoffs 
von den Lungen. Sofortige und wirksame 
Herzmassage ist der einzige bekannte Weg, 
dies zu erreichen. Weitere Massnahmen 
sind je nach der Eigenart des Stillstandes 
anzuwenden. 

3. In den meisten Fallen kann ein Er- 
folg nur dann erwartet werden, wenn die 
Herzmassage inerhalb von drei bis dreiein- 
halb Minuten nach dem Stillstand einsetzt. 

4, Um dies ausfiihren zu kénnen, muss 
ein im Voraus wohl iiberlegter und alle 
Einzelheiten beriicksichtigender Behand- 
lungsplan vorliegen. 

5. Es wird iiber einen Fall von Herz- 
stillstand berichtet, bei dem es nach drei 
Minuten zu volliger Wiederherstellung 
kam. 
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of the liver or of a congenital defect 

of the extrahepatic biliary ducts, one 
cannot adopt any surgical procedure that 
has hitherto been applied to stenosis of 
the extrahepatic biliary system for the 
purpose of overcoming the accompanying 
jaundice; therefore, one is obliged to es- 
tablish a new biliary passage, using intra- 
hepatic ducts. 

In 1912, Lameris! introduced this idea 
into practice for the first time and success- 
fully performed an anastomosis between 
the cut surface of the liver and the jejun- 
um. Following him, other workers pre- 
sented several devices in this line. But 
these interventions were not accepted as 
the procedure of choice, since the majority 
of surgeons at that time considered the 
operative risk too great.® 

Encouraged by the fact that an anasto- 
mosis between the cut surface of the pan- 
creas and the jejunum has recently be- 
come a matter of common usage, it oc- 
curred to us that an anastomosis between 
the liver and the jejunum could safely be 
performed in the same way in order to 
introduce the stagnant bile directly into 
the jejunum. 

In a recent publication, Longmire‘ and 
Wilson’ described an operative procedure 
called “partial hepatectomy with intra- 
hepatic cholangiojejunostomy” and suc- 
ceeded in attaining the same purpose. Our 
method, here presented, is somewhat dif- 
ferent from theirs. 


|: case of a tumor in the hilar region 


REPORT OF A CASE 


A 46-year-old man was admitted to our 
hospital on May 8, 1952. He stated that he 
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had observed a gradual onset of jaundice and 
general weakness for the past two months. 
About one and a half months prior to admis- 
sion he noticed that the urine had become 
darker, the stools lighter and the eyes yellow- 
ish. At the same time the skin began to itch, 
and a local physician told him that his liver 
had been enlarged. Prior to admission the 
stools had become distinctly clay colored. The 
patient had had no abdominal pain or appre- 
ciable rise in temperature. His recent loss of 
weight amounted to about 3 Kg. 

He was well built but poorly nourished. The 
temperature, pulse and respirations were nor- 
mal. The skin appeared distinctly yellowish 
and showed numerous scratches. The abdomen 
was nontender, and a smooth, nontender liver 
edge was palpable about 2 cm. below the costal 
margin. There were no further abnormalities. 
The application of Courvoisier’s law gave neg- 
ative results. 

Gastrointestinal barium studies revealed no 
pathologic change. 

Laboratory studies showed that the blood 
count and the hemoglobin level were about 
normal; the value for total blood proteins was 
7.51 Gm. per hundred cubic centimeters, with 
an albumin-globulin ratio of 1.16; the pro- 
thrombin value was 80.3 with vitamin K ad- 
ministration; the icterus index of the serum 
after Meulengracht was 140; Takada’s serum 
reaction was double positive. The stools were 
clay colored and solid, with no occult blood; 
the urine contained no urobilinogen. 

All of the evidence favored a diagnosis of 
obstructive jaundice, probably due to a tumor 
situated proximal to the junction of the cystic 
and hepatic ducts. On May 14 the first opera- 
tion was done. 

First Operation (Fig. 1).—With the region 
under spinal anesthesia, the abdomen was 
entered through a right subcostal incision. 
There was no free fluid in the peritoneal cav- 
ity. The liver was moderately enlarged, not 
cirrhotic but dark. 

The gallbladder was shrunken and covered 
the hilar region. Moreover, a part of the omen- 
tum adhered tightly to this area, making the 
anatomic situation very obscure. The hilus 
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Fig. 1.—The first operation, 


of the liver was considerably hard on palpa- 
tion. The common duct was not dilated and 
contained no bile. Several lymph nodes in the 
neighborhood were enlarged and hardened. 

We decided to perform an anastomosis be- 
tween the liver and the jejunum. In the first 
place, we made a single arm of the jejunum 
unilaterally excluded, after the Roux principle, 
and fixed it to the anterior surface of the right 
lobe of the liver with a row of interrupted 
silk sutures. Then we did a probatory punc- 
ture of the liver, with a relatively thick needle, 
at the point just adjacent to the fixed jejunum. 
The needle soon met with a distended intra- 
hepatic duct not far below the surface and 
faintly green; thin bile flowed out vigorously 
through it. The puncture wound of the liver 
was widened on one hand, and a small opening 
was made into the lumen of the fixed arm of 
the jejunum on the other. Interrupted 
through-and-through all-layers sutures were 
placed around these two openings, including a 
small part of the parenchyma of the liver, and 
finally a row of interrupted seromuscular-cap- 
sular sutures was inserted. Thus, an anasto- 
mosis between the liver and the jejunum was 
accomplished. 

Bile pigment was noted in the stools for 
the first time on the fourth postoperative day. 
The operative wound healed almost primarily, 
without showing any sign of infection. The 
stools, however, gradually lost the bile pig- 
ment and became entirely acholic again, so 
reoperation was done on the twenty-fourth 
day after the first operation. 


Second Operation (Fig. 2).—With the re- 
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gion under spinal anesthesia, we reopened the 
abdomen. There was no free fluid. As there 
were dense adhesions in the right upper quad- 
rant of the abdominal cavity, we planned to 
make another anastomosis between the liver 
and the stomach. In the first place, we cut off 
the anterior margin of the left lobe so as to 
form a wide wound surface measuring 2.5 by 
4cm. Bleeding from the wound was controlled 
by gauze pressure or ligation. After complete 
hemostasis had been obtained the stagnant 
bile was seen to drip out from numerous small 
openings in the intrahepatic ducts. As we had 
used the jejunum at the previous operation, 
we made an anastomosis between the lesser 
curvature of the stomach and the entire wound 
surface of the liver. The technic of anastomo- 
sis was the same as that employed in the first 
operation. A rubber drain was inserted in the 
region of the anastomosis, and the wound was 
closed in layers. 

The stools became colored again, and the 
bile pigment has been continuously present in 
stools up to the time of writing, about six 
months after the operation. The patient’s gen- 
eral condition has greatly improved. An oc- 
casional rise of temperature has been easily 
managed by the administration of antibiotics. 
The operative wound healed almost primarily. 
The body weight was increased about 2 Kg. 
as compared to that recorded before admis- 
sion. 

Data from Preoperative and Postopera- 
tive Laboratory Investigations.—Urobili- 
nogen appeared in the urine after the 
operation. The amount of serum bilirubin 
after Meulengracht fell to 20 from 140, 
but fluctuated occasionally and never re- 
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Fig. 2.—The second operation. 
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Chart 1.—Fluctuations of the amount of serum bilirubin (Meulengracht) after the first and second 


turned to the normal range as shown in 
Chart 1. The value for serum total cho- 
lesterol and its ester ratio changed post- 
operatively to 156.2 mg. per dedliter and 
84.7 per cent from 263.1 mg. and 50.8 per 
cent respectively, and fluctuated there- 
after as shown in Chart 2. The result 
of Takada-Jetzler’s liver function test also 
changed from double positive to negative. 
The cobalt reaction (Inoue) indicated a 
tendency toward hepatic cirrhosis, but the 
cadmium reaction (Inoue) showed sup- 
pression of the biliary infection and a re- 
turn of the biliary system to normal. 
From the dextrose tolerance test it was 
evident that the function of the liver with 
regard to sugar metabolism improved 
greatly after the operation. The value for 
plasma prothrombin increased from 80.4 
to 92.7, 


COMMENT 


Considering the fluctuation in the values 
for serum bilirubin after the operation, 
we are led to suppose that a certain degree 
of stagnation of the intrahepatic bile is 
a prerequisite for the functioning of the 


operations. 


anastomosis. It is certain that the excre- 
tion of the bile through the natural route 
is far superior to its excretion through an 
artificial route made by the operative pro- 


cedure adopted here. Indeed, some im- 
provement of liver function did result 
from the operation, but, as a matter of 
course, the ideal return of functions could 
not be expected. Therefore, this type of 
operation is recommendable merely as a 
method of alleviating jaundice. 

In the case reported, the fact that jaun- 
dice has never become aggravated since 
the second operation suggests that the 
anastomosis arranged by the second oper- 
ation has been working until now, al- 
though the possibility of refunctioning of 
the anastomosis made at the first opera- 
tion cannot be excluded. 

It is our opinion that, for the anastomo- 
sis, the entire cut surface of the liver and 


-a long single arm of the jejunum should 


be united, the latter serving to prevent 
ascending infection of the biliary system. 

The procedures of Longmire and Wilson 
are much more complicated than ours, as 
they make an anastomosis directly be- 
tween the jejunum and an intrahepatic 
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main bile duct after extensive resection of 
the left lobe of the liver. With such a 
method, control of bleeding and the 
preparation of a bile duct must be not a 
little troublesome. Furthermore, the indi- 
cations for these procedures are limited, 
as they themselves stated. We believe that 
our operation can be performed much more 
safely and simply and is indicated more 
widely. While they named their method 
intrahepatic cholangiojejunostomy be- 
cause they anastomose the intrahepatic 
main bile duct with the jejunum, we pro- 
pose to call our procedure “hepato-enter- 
ostomy” to emphasize that we make an 
anastomosis actually between the jejunum 
and the entire cut surface of the liver. 


SUMMARY 


The authors describe an operation, hep- 
ato-enterostomy, in which an anastomosis 
is performed between the liver and the 
jejunum to relieve the jaundice associated 
with tumor in the hilar hepatic area or 
congenital defect of the extrahepatic bili- 
ary ducts. A typical case is reported, in 
which the patient’s general condition was 
greatly improved. 


RESUMO 


Uma hepato-enterostomia w descrita 
pelos autores, consistindo na anastomose 
jejuno-hepatica para tratamento de icte- 
ricia associada com tum6r do hilo do figa- 
do ou para os casos de deformidade con- 
génita das vias viliares extra-hepaticas. 

E apresentado um caso tipico, em o qual 
as condicées gerais do paciente melhora- 
ram sensivelmente. 


RESUME 


L’auteur décrit la technique de l’hépato- 
entérostome. Cette anastomose du foie et 
du jéjunum a pour effet de faire dispa- 
raitre un ictére secondaire 4 une tumeur 
de la région hilaire du foie, ou de certaines 
anomalies congénitales des canaux extra- 
hépatiques. Un cas a l’appui. 
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RIASSUNTO 


Gli Autori descrivono un intervento, che 
chiamano “epato-enterostomia,” che per- 
mette di eseguire un’anastomosi fra fega- 
to e digiuno per la cura dell’ittero da 
tumori dell’ilo epatico o da malformazioni 
dei dotti biliari extraepatici. Viene riferi- 
to un caso dimostrativo, in cui le condizi- 
oni generali del paziente ritrassero dall’in- 
tervento grande miglioramento. 


RESUMEN 


Los autores describen una operacion, la 
hepato-enteroanastomosis, en la que se 
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Chart 2.—Fluctuations of the value of total serum 
cholesterol and its ester-ratio after the first and 
second operations. 
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lleva a cabo una anastomosis entre el higa- 
do y el yeyuno, a fin de aliviar la ictericia 
asociada con tumor del hilio hepatico 6 de- 
fecto congénito de los conductos biliares 
extrahepaticos. Se comunica un caso tipi- 
co en el cual se mejoré grandemente el es- 
tado general de] paciente. 


ZUSAMMENFASSUNG 


Die Verfasser beschreiben die Hepato- 
enterostomie, eine chirurgische Anasto- 
mosierung der Leber mit dem Jejunum. 
Das Verfahren dient zur Behebung der im 
Zusammenhang mit Geschwiilsten in der 
Leberwurzel oder mit angeborenen Ano- 
malien der extrahepatischen Gallenwege 
einhergehenden Gelbsucht. Es wird iiber 
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einen Fall, in welchem eine erhebliche 
Besserung des Allgemeinzustandes des 
Kranken eintrat, berichtet. 
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Hippocrates as a Psychiatrist 


Accurate knowledge about the signs which occur in dreams will be 
found very valuable for all purposes. While the body is awake, the 
psyche is not under its own control, but is split into various portions 
each being devoted to some special bodily function such as hearing, 


vision, touch, locomotion and all the various actions of the body. But 
when the body is at rest, the psyche is stirred and roused and becomes 
its own master; the mind itself performs all the functions of the body. 
When the body is sleeping it receives no sensations, but the psyche 
being awake at that time perceives everything; it sees what is visible, 
it hears what is audible, it walks, it touches, it feels pain and thinks. 
In short, during sleep the psyche performs all the functions of both 
body and mind. A correct appreciation of these things implies con- 


siderable wisdom. 
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Congenital Right Diaphragmatic Hernia 
in an Adult 


HARTLEY F. MARS, M.D., F.A.C.S.* AND 
JOHN A. BOLLINGER, M.D.** 


EVANSTON, ILLINOIS 


ONGENITAL right diaphragmatic 
(CO hernis is an unusual] entity and is 
especially uncommon in the adult. 
In the adult the origin of right diaphrag- 
matic hernia is generally traumatic rather 
than on a congenital basis.2 Conversely, 
the origin in children is usually congeni- 
tal.2 In recent years only sporadic reports 
of surgically proved congenital right dia- 
phragmatic hernia in adults have ap- 
peared in the literature, indicating its 
rarity among diaphragmatic hernias.‘ 
Harrington, in his vast experience, has 
not reported a case of right congenital 
diaphragmatic hernia, although he de- 
scribed cases of esophageal hiatus hernia 
that herniated into the side of the chest.° 
In the case here reported a large defect 
was present in the posterior portion of 
the right leaf, the stomach becoming in- 
carcerated in the right side of the chest. 
Because of the relative infrequency of 
congenital right diaphragmatic hernia in 
adults and the interesting diagnostic fea- 
tures of this case, the case merits pre- 
sentation. 


REPORT OF A CASE 


A 67-year-old woman was admitted to the 
hospital with a two-day history of severe epi- 
gastric pain radiating to the back and right 
shoulder, associated with coffee-ground vomi- 
tus and a second episode of vomiting with a 
tarry stool prior to admission. Previously 
the patient had had frequent episodes of epi- 
gastric distress. A cholecystectomy had been 
performed ten years earlier, with chronic re- 
current cholecystitis and cholelithiasis demon- 
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strated pathologically. The patient’s difficulty 
persisted in spite of the operation. On further 
questioning, she stated that belching brought 
some relief and that the erect position relieved 
her discomfort, while the supine position ag- 
gravated her distress. She also stated that 
eating rapidly brought on a sense of fullness. 
There was no history of loss of weight, but 
she had occasional episodes of shortness of 
breath from mild exertion. 

The past history included spinal fusion 
twelve years earlier on the basis of roentgen 
evidence of spondylolisthesis of the lumbar 
vertebrae. 

The temperature was 99.2 F., the pulse rate 
was 88, and the blood pressure in millimeters 
of mercury was 160 systolic and 80 diastolic. 
The patient was not in acute distress on ad- 
mission. 

Examination of the chest revealed decreased 
tactile fremitus, absent breath sounds and de- 
creased transmission of voice in the right 
lower lobe. There was also fullness to per- 
cussion. One examiner heard bowel sounds in 
the right side of the chest, laterally and pos- 
teriorly. Cardiac examination revealed no ab- 
normality, and the abdomen was normal ex- 
cept for mild distention and a scar in the right 
upper quadrant. The remainder of the exami- 
nation was not contributory. 

The impression on admission was that of 
bleeding peptic ulcer and possible pulmonary 
malignant change. 

The clinical course in the hospital was 
stormy, with frequent episodes of severe vom- 
iting, as well as hematemasis and dysphagia. 
A roentgenogram of the chest on admission 
was diagnosed as showing confluent broncho- 
pneumonia of the right lower lobe. The flat 
plate of the abdomen was normal. A second 
chest film, taken three days later, showed the 
presence of an area of density, with fluid levels 
horizontally located in the right side of the 
chest. A barium enema was administered on 
the sixth hospital day, since a hernia through 
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Fig. 1—A, chest plate on admission which was consistent with confluent bronchopneumonia. B, 

chest plate revealing a fluid level in the right side of the chest. This roentgenogram is the only pic- 

ture that showed the fluid level to be in an inclosed space and gave the impression of a herinated 
hollow viscus, 


the diaphragm was suspected. This plate was 
reported normal. Another chest film taken 
eleven days after admission, showed that there 
was no clearing of the aforedescribed lesion. 
A gastrointestinal series taken on the four- 
teenth hospital day showed that the barium 
passed to the right distally; posteriorly it 
passed into the stomach in the right side of 
the chest, with retention of much of the bari- 
um after four hours. 

A further preparatory work-up included 
positive results from a test of the blood in the 
emesis and stools. Blood volume studies indi- 
cated deficit of 1 liter in spite of an erythro- 
cyte count of 4,890,000 per cubic millimeters, 
with 14.7 Gm., hemoglobin and a hematocrit 
reading of 46 percent. The value for total 
proteins was 4.7, with an albumin-globulin 
ratio of 1:1.6. The results of other chemical 
tests were within normal limits. Thoracente- 
sis with a small-gauge needle did not reveal 
fluid. The electrocardiogram was normal, and 
the circulation time was 17.5 seconds. After 


adequate preparation the patient was taken to 
the operating room, with a preoperative diag- 
nosis of esophageal hiatal hernia, with the 
stomach incarcerated in the right side of the 
chest. 

Operation.—With the patient under general 
endotracheal anesthesia, a left oblique sub- 
costal incision was made. This was adequate 
for exposure, because the patient had a wide, 
shallow lower thoracic cage. The observations 
made when the abdomen was opened are illus- 
trated. The defect was primarily in the right 
posterior portion of the diaphragm, in a 
bottle-shaped deformity with the wide portion 
to the right and the narrow to the left. The 
measurements were approximately 2 cm. 
transversely, 4 cm. in the right anteroposteri- 
or plane and 3 cm. in the left anteroposterior 
plane. There was little evidence of diaphragm 
posterior to the defect. The left half of the 
defect was riding over the aorta, which was 
covered by a few strands of fibers derived 
from the left and right crura. The defect was 
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occluded by the duodenum and the pylorus to 
the right, and the spleen, which impinged on 
the left border, was rotated 90 degrees. The 
liver had not slipped into the right side of 
the chest because it had retained its liga- 
mentous attachment to the diaphragm. The 
stomach was pulled down and was seen to be 
dilated. The circulation was not impaired, nor 
could any ulcerated area be palpated through 
the wall of the stomach. A hernial sac was 
not present. In the repair, the anterior lip of 
the defect was approximated to the right crus 
with interrupted No. 0 black silk mattress su- 
tures, this being accomplished without too 
much tension. An adequate new esophageal 
hiatus remained on the left side, and a few 
interrupted No. 00 black silk stitches were 
employed to approximate the anterior lip of 
the diaphragmatic defect to the serosa of the 
esophagus. The abdomen was closed in layers 
without drainage. The postoperative diagnosis 
was incarceration of the stomach through a 
congenital right posterior leaf defect. The 
postoperative course was uneventful and free 
from the earlier food intolerance. The circu- 
lation time since the operation is thirteen 
seconds. Postoperative chest films and gastro- 
intestinal series are normal. 


COMMENT 
The unusual diaphragmatic hernia in 


this patient was apparently the cause of 
much of her backache, although she had 


Fig. 2.—Film taken after barium meal, showing 
the lower end of the esophagus and a greatly dis- 
tended stomach in the right side of the chest. 
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Fig. 3.—Diagrammatic illustration of the surgical 
observations. The solid line represents the level 
of the diaphragm. 


had two other diseases (spondylisthesis 
of the lumbar vertebrae and cholelithia- 
sis) which could have accounted for her 
distress. It was significant, however, that 
her dorsal symptoms persisted for ten or 
twelve years after correction of these two 
other diseases. Further investigation, be- 
cause of the persisting symptoms, proba- 
bly would have revealed the actual cause 
of her distress and prevented the final 
severe episodes of hematemesis. The ob- 
servations on the chest at this admission 
confused the picture by mimicking pneu- 
monia of the lower lobe of the right lung 
with pleural effusion, though the febrile 
response was not as marked as one would 
expect in the presence of inflammatory 
pleural effusion. The signs that directed 
one to suspect a diaphragmatic hernia 
were primarily in the history, i, e., rapid 
filling upon eating, relief on belching and 
greater comfort in the erect position than 
in the supine. The hematemesis probably 
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resulted from the erosion of the gastric 
mucosa following the to-and-fro motion 
of the stomach against the lip of the dia- 
phragmatic defect, with subsequent edema 
and incarceration of the stomach in the 
hernia. 

In conclusion, this case suggests that 
routine gastrointestinal series should be 
carried out, despite positive visualization 
of a pathologic gallbladder, to uncover 
“silent” ulcerations of the stomach or du- 
odenum or an associated diaphragmatic 
hernia. The masquerading effect of dia- 
phragmatic hernia was particularly noted 
and emphasized by Harrington.* Disap- 
pointing results followed failure to relieve 
symptoms after cholecystectomy may fre- 
quently be avoided if the aforedescribed 
routine is carried out in clinical evalua- 
tion. 


SUMMARY 


An unusual case of diaphragmatic her- 
nia is presented, in which there were in- 
teresting diagnostic features. The patient 
had undergone two previous operations 
for proved pathologic conditions, but her 
symptoms were not relieved until the dia- 
phragmatic hernia was repaired. Failure 
to relieve the patient’s symptoms by chole- 
cystectomy could have been avoided if a 
routine gastrointestinal roentgen series 
had followed a Graham-Cole examination 
despite the pathologic conditions present. 


Fig. 4.—Illustration of the right diaphragmatic 
defect and repair. 
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RESUME 


Les auteurs rapportent un cas trés in- 
téressant de hernie diaphragmatique. La 
patiente, aprés deux opérations antérieu- 
res, n’avait accusé aucun soulagement. 
Seule la cure de hernie diaphragmatique 
l’a définitivement guérie. 


RIASSUNTO 


Viene presentato un caso, insolito, di 
ernia diaframmatica con interessanti dati 
diagnostici. La paziente era gia stata 
sottoposta a due precedenti interventi, ma 
i suoi sintomi non migliorarono fino a che 
non venne curata l’ernia diaframmatica. 
La mancanza di miglioramento che si ebbe 
con la colecistectomia si sarebbe potuta 
evitare se si fosse proceduto a un esame 
radiologico del tubo digerente. 


RESUMEN 


Se comunica un caso raro de hernia dia- 
fragmatica que present6 hallazgos diag- 
nosticos de interés. El] paciente fué some- 
tido previamente a dos operaciones por 
procesos patologicos probados, pero los 
sintomas no desapareciron hasto que se 
repar6 la hernia. El fracaso de la colecis- 
tectomia para aliviar los sintomas del 
paciente podia haberse evitado si un exa- 
men de Graham-Cole hubiera seguido a 
una serie roentgenografica gastrointesti- 
nal, a pesar de los procesos patolégicos 
existentes. 


ZUSAM MENFASSUNG 


Es wird iiber einen ungewohnlichen Fall 
einer Zwerchfellhernie, der interessante 
differentialdiagnostische Probleme bot, be- 
richtet. Die Kranke war zweimal wegen 
nachgewiesener Krankheitsveranderungen 
operiert worden, wurde aber erst nach 
Reparatur der Zwerchfellhernie symptom- 
frei. Der negative Erfolg einer Gallen- 
blasenresektion hatte sich vermeiden las- 
sen, wenn trotz des pathologischen Be- 
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fundes der Cholezystographie auch eine 
routinemissige Réntgenuntersuchung des 
Magendarmkanals vorgenommen worden 
ware. 
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For a man to be truly suited to the practice of medicine, he must 
be possessed of a natural disposition for it, the necessary instruction, 
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favorable circumstances, education, industry and time. The first requi- 
site is a natural disposition, for a reluctant student renders every 


effort vain. But instruction in the science is easy when the student 
follows a natural bent, so long as care is taken from childhood to keep 
him in circumstances favorable to learning and his early education has 
been suitable. Prolonged industry on the part of the student is neces- 
sary if instruction, firmly planted in his mind, is to bring forth good 


and luxuriant fruit. 


ypocrates 


Editorial 


Hawaii, who toured the Far East 

and India in 1952 under the spon- 
sorship of the J. G. Watumull Founda- 
tion with the assistance of the World Med- 
ical Association, has presented his im- 
pressions in a comprehensive report, “The 
Far East and India Through the Ophthal- 
moscope.” An abstract of his observations 
follows: 

Japan.—At the Tokyo Medical School 
Dr. Holmes met Dr. Hogara Hagiwara, 
who recently revised an atlas of fundus 
diseases and is now doing histologic re- 
search on the retina. At the Tokyo Medi- 
cal and Dental University, Dr. Jin Otsuka 
was experimenting with aniseikonia. 

Dr. Holmes witnessed an operation for 
astigmatism by Dr. Tutomu Sato at the 
Jutendo Medical College, in which Dr. Sato 
applied multiple scratch wounds on the in- 
ner and outer surfaces of the cornea. The 
basis for this procedure is the fact that 
changes in astigmatism result from cor- 
neal section incident to cataract opera- 
tions. 

Dr. Masazumi Inouye called to Dr. 
Holmes’ attention an unusual form of solar 
retinitis, called B-29 retinitis, observed 
among Japanese plane spotters who ob- 
served aircraft daily for several weeks or 
months during World War II. These pa- 
tients complained of blurred central vision. 
The fundi sometimes revealed a loss of 
foveal light reflex and increased pigment 
deposition in the region of the macula. 

Ten per cent of the patients seen in eye 
departments of the Japanese hospitals 
have trachoma. Though antibiotics are 
used with increasing frequency, many sur- 
geons still prefer to scarify the trachoma 
nodules with a fish-scale file. 

Dr. I. Tsutsui, who has made valuable 
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observations on the electronmicroscopic 
appearance of the trachoma virus, is now 
doing research on trachoma, examining 
metal castings of conjunctival scrapings 
for inclusion bodies. 

At the hospital of the United States 
Army of Occupation at Tokyo, under Lt. 
Col. Forrest Hull, head of the EENT De- 
partment, over 5,000 intraocular Korean 
war injuries have been treated. A liaison 
project consisting of lectures, clinics and 
discussions of interesting cases has also 
been established between American and 
Japanese ophthalmologists. 

Thailand.—At the Pasteur Institute of 
Thailand, under the direction of Dr. Chale- 
om Purananda, cobra venom, cholera anti- 
toxin, smallpox vaccine and other vaccines 
and serums are prepared and purified. 

The University of Thailand and Wash- 
ington University of St. Louis, Missouri, 
exchange eight to ten members from their 
clinical and preclinical departments each 
year. 

Thailand has an active public health 
program, including a malaria project in 
the north which covered 300,000 persons 
last year and will cover 1,000,000 this year. 
In the south, active measures are being 
taken for the eradication of filariasis. In 
the east and south, 16 mobile units ex- 
amine and treat about 100,000 patients a 
year for yaws. 

India.—According to a report by the 
Surgeon General of the Government of 
India, pathologic conditions of the eye 
rank second among all disease encountered 
in that country. Congenital anomalies are 
responsible for many. 

Keratomalacia is a preventable disease 
of the eyes due primarily to deficiency of 
Vitamin A. Col. Sir J. N. Duggan, D.O., 
dean of Bombay ophthalmologists, ex- 
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plains the events leading to keratomalacia 
by the fact that mothers of the laboring 
class often give a child a pill consisting 
of opium, bhang and some flavoring agent 
called “Bal-goli.” This puts the baby to 
sleep so that the mother can attend to her 
work without hindrance. The child sleeps 
all day, and so gets little milk, food, sun- 
light or fresh air. The daily dose of opium 
breaks down the digestive function, so 
that what nourishment the child does ob- 
tain is virtually useless. Growth is ar- 
rested, the child becomes irritable and 
fretful, and the tissues begin to waste. 
Marasma and diarrhea set in, and the 
signs and symptoms of keratomalacia de- 
velop rapidly. 

Smallpox is responsible for a large per- 
centage of dense corneal scars. Unless 
compulsory vaccination is enforced, this 
disease will continue to be responsible for 
thousands of cases of blindness. 

Tuberculosis, syphilis and leprosy cause 
many eye diseases. The recently inaugur- 
ated BCG vaccination campaign may re- 
duce the number of cases. 

Tuberculous phlyctenular keratitis, epi- 
scleritis, iritis and choroiditis are common, 
as are syphilitic interstitial keratitis and 
chorioretinitis. Lepromas of the cornea 
occur in a high percentage of patients 
afflicted with leprosy. 

Several mechanisms for the spread of 
trachoma have been postulated: by infec- 
tion through direct contact with contami- 
nated napkins, handkerchiefs, saris and 
sheets; by the practice of annointing the 
eyes with “surma” and using the same 
glass rod for many applications, and by 
transmission from body lice and/or flies. 
In the opinion of Dr. S. N. Cooper of 
Bombay, trachoma is more likely to occur 
in persons with tuberculosis than in 
healthy subjects. Immunologically, he has 
shown that, when the two diseases co- 
exist, therapeutic responses are more 
prompt and effective in patients desensi- 
tized to old tuberculin than in a corre- 
sponding control group. 

The commonest surgical lesion is ectro- 
pion of the eyelid. An effective operation 
for trachomatous entropion involving the 
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upper lid is one that utilizes the oral mu- 
cous membrane, transplanting it to the 
denuded lid margins. Medical treatment 
for trachoma consists of local applications 
of silver nitrate, copper sulfate and anti- 
biotics. Antibiotics are not widely adopted 
because of their cost. An objection to the 
routine use of oral sulfa preparations in 
the tropics is that excessive perspiration 
is prevalent and the fluid balance often 
left unreplenished, so that dangerously 
high concentrations of sulfa crystals may 
appear in the urine. 

For every case of purulent dacryocysti- 
tis in the United States, there must be 30 
or more in India. The routine treatment 
consists of simple removal of the sac. It 
is not uncommon to see four or five sur- 
geons operating on as many patients with 
chronic tear-sac infections in the same 
operating theater at the same time. 

Keratomalacia, smallpox, syphilis, tu- 
berculosis, ophthalmia neonatorum, for- 
eign bodies and ulcers of the cornea con- 
tribute to the extremely high incidence of 
corneal opacities and anterior staphyloma. 
A few surgeons attempt tattooing of the 
cornea. Others favor staphylotomy. Most 
surgeons recommend enucleation for large, 
bulging, unsightly eyes. 

The potentialities of corneal transplan- 
tation for the many patients with corneal 
opacities are great and have hardly been 
explored. With the advent of beta ray 
therapy, corneal transplantation may 
promise restoration of sight to countless 
blind persons all over India. 

Eliot’s trephining operation and iriden- 
cleisis are the operations preferred by 
most ophthalmic surgeons for glaucoma. 
A special type of this condition, known as 
epidemic dropsy glaucoma and observed 
only in India, is caused by a toxin of an 
alkaloid isolated from argemon seed oil, 
which is used to adulterate mustard oil. 
A suitably performed filtering operation 
usually results in cure. Miotics are usually 
of no avail. 

Approximately 1 per cent of the popu- 
lation of India have cataracts, the intense 
heat and glare of the sun being mainly 
responsible and hereditary factors partly 
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so. However, most people in India use no 
protective device to shield their heads or 
eyes. 

Approximately 100,000 cataract opera- 
tions are performed each year. During 
“cataract season,” which is usually from 
October to March, 20 to 30 cataract opera- 
tions are performed daily. In the villages 
where mobile surgical ophthalmic units 
call from time to time, these figures are 
higher. 

In India, nearly anyone in need of an 
operation can be admitted to a govern- 
ment hospital and be operated on at no 
cost. On the day of the operation all pa- 
tients scheduled for surgical treatment 
await their turn in a large anteroom ad- 
joining the operating theater. They sit 
on the floor, women on one side, men on 
the other. As a rule, the operating room 
is equipped with three tables. When the 
surgeon has finished with one patient he 
walks to the next, whom the assistant has 
already prepared. By the time he has com- 
pleted the second operation, his assistant 
has the third patient ready and the nurses 
have another patient occupying the first 
table. 

Ophthalmic research in India is ham- 
pered by lack of funds for this purpose 
and by the fact that most ophthalmologists 
have little time to devote to it. The new 
Institute of Ophthalmology at Aligarh is 
expected to become the focal point for oph- 
thalmic research and may change this 
picture. 

Dr. S. N. Cooper of Bombay is investi- 
gating the role of desensitizing agents in 
the phacoanaphylaxis of iritis. He is in- 
terested in the sensitivity responses of 
patients with ocular tuberculosis. Dr. 
Chitnis of Bombay is pioneering in meth- 
ods of sight conservation and prevention 
of blindness. 

Dr. G. S. Pendse of the Indian Council 
of Medical Research at Poona has been 
working on total refraction as related to 
body growth and nutrition. Dr. D. S. 
Chaudhoory of Agra is investigating the 
embryologic and histologic structure of 
the extraocular muscles. 

Dr. L. W. Chacko of Vellore is continu- 
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ing basic studies on the lateral geniculate 
body. She is also studying the effects of 
continuous stimulation of the monkey ret- 
ina by red lights. 

Notwithstanding the medical advances 
of the twentieth century, the practice of 
cataract “couching” is unfortunately still 
prevalent in India. Couching consists of 
an incision made near the limbus with an 
instrument resembling the oblique half of 
a razor blade. Through this incision a 
small unsterilized hook is inserted and the 
lens depressed into the vitreous. By a 
sleight-of-hand movement for the benefit 
of the patient’s family, the coucher then 
produces a bit of egg white and exhibits 
it as the removed cataract. 

Two million persons in India are known 
to be blind. This constitutes one-fifth of 
the total blind population of the world. In 
nearly 90 per cent of cases blindness is 
preventable, and in another 5 per cent it 
is curable. Thirty per cent of the blind in 
India lost their sight under the age of 21 
years; most of them became blind during 
the first five years of life. 

The four major conditions causing 
blindness, smallpox, keratomalacia, oph- 
thalmia neotorum, and the aftermath of 
neglected and _ ill-treated conjunctivitis, 
are entirely preventable and have virtu- 
ally been eliminated as causes of blindness 
in the western world. 

For the 2,000,000 blind there are only 
32 schools, which accommodate 1,212 blind 
children. This means that only 0.6 per 
cent of the total blind population have the 
benefit of some form of education. Most 
of the others must beg in order to live. 

To improve conditions, the First All- 
India Conference for the Blind met in 
Bombay in January 1952 and adopted 
resolutions concerning education, employ- 
ment and welfare of the blind, as well as 
the prevention and cure of blindness. 

Singapore.—In Singapore, Dr. Holmes 
visited the eye department of the General 
Hospital, headed by Mr. A. D. Williamson, 
where he learned that several severe eye 
injuries associated with massive and ex- 
tensive keloids on the body had been caused 
by sulfuric acid thrown into the patient’s 
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face. Singapore police and ambulances are 
now equipped with sodium bicarbonate as 
a means of first aid for acid burns. 

Superficial punctate keratitis is still en- 
demic in most parts of Indonesia and Ma- 
laya. Keratomalacia is frequently the re- 
sult of feeding children condensed sweet 
milk devoid of Vitamin A. 

Ceylon.—In Columbo, as elsewhere in 
the Far East, aberrant forms of epidemic 
superficial punctate keratitis are common. 
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atitis superficialis, is usually unilateral 
and consists of rounded subepithelial infil- 
trates which often take six months or 
longer to disappear. 

Australia and New Zealand.—From In- 
donesia and Malaya, Dr. Holmes returned 
to Hawaii by way of Australia and New 
Zealand. In both of these countries, he 
found that the practice of ophthalmology 
was on a par with that of most clinics and 
hospitals in the United States and on the 


Continent. 


The Ceylon variety, known as tropical ker- 


The Patience of Sir James Mackenzie 


Among Mackenzie’s patients in Burnley were many suffering from heart-disease, 
patients who were very persistent in asking him what was going to happen to them. 
Mackenzie, honest to the core, confessed to himself that he could not answer the 
questions so vital to them . . . Mackenzie’s natural impulse was to feel that his 
own ignorance was to blame, that he had not studied hard enough at school and 
that his memory was at fault. He reviewed all his lecture notes, he restudied his 
text-books, but he could not find the answer to this simple question. He bought 
an enormous encyclopedia of medicine, buried himself in the bulky volumes, “at- 
tempting to swallow knowledge as a boa-constrictor swallows its weekly repast.” 
but he could find no answer to that question: “What will happen?” At last he 
realized that there was no answer to his question because, he wrote forty years 
later, “the kind of information I wanted did not exist.” 


A lesser man would have been deeply depressed for a time and then would have 
gone on peddling his pills, “jollying” his patients, and making a comfortable living. 
But Mackenzie . . . resolved to try to find the answer . . . The obvious way to 
find out what would happen to these patients was to wait and see, and this “wait and 
see” policy was the dominant aim of his life for the next twenty years. 


Mackenzie realized at the outset that such a plan was neither very thrilling nor 
exciting, for who can get much of a thrill out of asking a question and then waiting 
ten, twenty, or thirty years for his answer? Towards the end of his life he also 
realized that the experience of a single lifetime was too short to give a complete 
answer to all of the many questions that worried him. But his life proved that the 
careful observations of one man, if carried on intelligently and persistently, can 
give the answer to many of these questions. And before his death he founded an 
institution to carry on the work and, in the course of years, answer the questions 
that he did not live long enough to solve. 


—Ralph H. Major, M.D. 
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Abstracts from Current Literature 


Peripheral Blood Picture After Operation 
for Portal Hypertension. Macpherson, A. I. 
S., and Innes, J., Lancet 1:1120, 1953. 


The syndrome of portal hypertension is 
characterized by splenomegaly and peripher- 
al blood changes, of which the commonest 
are granulopenia and thrombocytopenia; in 
most cases by evidence of hepatic cirrhosis; 
and by a tendency to recurrent bleeding into 
the gastrointestinal tract. Hemorrhages oc- 
cur from the veins of the cardioesophageal 
area which have become dilated and con- 
gested in an attempt to provide alternative 
channels by which blood may return from 
the obstructed portal bed to the general cir- 
culation. 

In portal hypertension, the main objective 
of surgical treatment is to prevent the recur- 
rence of serious hemorrhage by reducing the 
portal venous blood pressure or by diverting 
the portal blood from the dangerous cardio- 
esophageal region. Such operations as splen- 
ectomy and ligation and division of the 
splenic arterial supply may lower the portal 
venous pressure by reducing the volume of 
arterial blood entering the portal bed. Other 
operations are designed to establish a large 
portal-systemic venous communication, such 
as is provided by anastomosis of the portal 
vein to the inferior vena cava, or of the 
splenic vein (after splenectomy) to the left 
renal vein; these, when successful, achieve 
the double purpose of lowering portal pres- 
sure and diverting portal blood from the 
site of the varices. Excision of the varix- 
bearing area in the lower 6 or 8 cm. of the 
esophagus and the adjoining fundus and 
lesser curvature of the stomach is another 
procedure designed to remove the source of 
the hemorrhages, probably without signifi- 
cant reduction of the portal pressure. Splen- 
ectomy is done at the same time if the spleen 
has not already been removed. 


Observations in 46 cases of portal hyper- 
tension treated either by splenectomy alone 
or by splenectomy and splenorenal anasto- 
mosis indicate that the persistent leukopenia 
and thrombocytopenia observed in this syn- 
drome are rapidly relieved by splenectomy. 
This suggests a relation between the leuko- 
cyte and platelet counts in the peripheral 


blood and enlargement or functional over- 
activity of the spleen, and is in accordance 
with the hematologic concept of ‘“hyper- 
splenism.” 

In 3 cases, after portacaval anastomosis, 
the spleen became smaller owing to relief of 
venous congestion, but the pulp hyperplasia 
persisted, and in no case was the blood 
picture improved. 

After splenic arterial ligation, no improve- 
ment was noted in the blood picture except 
in 1 case, in which there was extensive in- 
farction of the spleen. 

Neither relief of portal venous congestion 
by a portal-systemic venous anastomosis nor 
reduction in the blood supply to the spleen 
by arterial ligation improves the leukopenia 
or the thrombocytopenia characteristic of 
portal hypertension. In contrast, the changes 
can be regularly relieved by splenectomy. 
Hence, it may be inferred that the reduction 
in the leukocytes and platelet counts is di- 
rectly related to some influence derived from 
the cellular components of the enlarged 
spleen. 

In no case was there any evidence that 
any of the operations benefited the erythro- 
cyte and hemoglobin levels except by pre- 
vention and control of esophageal bleeding. 

HENRY J. ROSEVEAR, M.D. 


Die Geburtshilflichen Operationen (Ob- 
stetrical Operations). By Heinrich Martius 
7th ed. Stuttgart: Georg Thieme, Publishers, 
1953. Pp. 290, with 268 illustrations. 

The fact that this book is appearing in its 
seventh edition speaks for its popularity 
among German physicians. In his preface, 
the author states that the contents of this 
work have been brought up to date since the 
last edition appeared in 1947. The first three 
chapters deal with the anatomic and physio- 
logic nature of the birth canal and the me- 
chanism of labor. The chapter on forceps 
operation depicts only the instruments used 
in Europe. No mention is made of any axis 
traction instruments, such as the De Wees 
or the Barton forceps. 

Although Dr. Martius warns that a high 
forceps operation should be performed “only 
by a well experienced operator under spe- 
cial circumstances,” he nevertheless goes 


li 
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into detail in describing this operation. 
American obstetricians have shied away for 
the past two decades from this type of mid- 
wifery because of its unusually high fetal 
mortality rate. 

The section on breech extractions is of 
interest. Five different methods of deliver- 
ing a child with breech presentation are 
given, with excellent illustrations. Bracht’s 
method especially is described in detail and 
is declared to be a very useful procedure. 
This seems at variance with a recent review 
of this maneuver by Plentl and Stone in 
the Obstetrical and Gynecological Survey 
(vol. 8, p. 318, June 1953). 

Another entire chapter is devoted to ver- 
sion and extraction. This too has become an 
obsolete operation in the United States, be- 
cause of the hazards to the baby as well 
as to the soft parts of the mother. This 
reviewer has inquired of several physicians, 
who have just completed their residencies at 
different obstetrical centers of the United 
States, how many versions and extractions 
they have performed or have seen being per- 
formed, and the impression is that there 
had been very few. The consensus seems to 
be that the treatment of placenta praevia 
is best served by abdominal delivery rather 
than by version and extraction as Dr. Mar- 
tius describes it. 

The final portion of the book deals with 
restoring operations after obstetric proce- 
dures and with the different types of cesarean 
section. The extraperitoneal, abdominal de- 
livery is given only two small paragraphs in 
fine print. Instruments like the aortic com- 
pressorium, which is illustrated in the book, 
have no place in modern obstetrics. 

Although this book is certainly worth read- 
ing and the reader will find some valuable 
points here and there, it must be said that 
it does not come up to the high standards 
set by American obstetricians. Many proce- 
dures that belong to the armamentarium of 
the modern specialist have been omitted. 

The outward makeup of the book is excel- 
lent; the paper is of prewar quality, the print 
is easy to réad, and the illustrations are of 
high distinction. 

WERNER STEINBERG, M.D. 


The Triple Perineal Operation in the 


Treatment of Genital Prolapse. Magendie, 
J., Bordeaux Chir. Supplement, May, 1952. 
The manifold lesions of prolapse must be 


DECEMBER, 1953 


treated by complex operations consisting of 
several phases. 

The abdominal phase of the French triple 
operation is often useless and sometimes 
harmful, especially in women near the meno- 
pause. 

The triple perineal operation is an effec- 
tive and benign treatment of prolapse. The 
first phase is a colpoperineorraphy with 
cystopexy and cystoplasty (Halban). The 
middle phase is amputation of the cervix 
(Hugier) with intraperitoneal suture of the 
uterosacral ligaments. The last phase is a 
colpoperineorraphy with myorraphy of the 
levator muscles of the anus carried very high 
(Duval and Proust), associated with a recto- 
plasty (Bell) and a rectopexy, in uniting the 
upper part of the levators to the suture of 
the uterosacral ligaments (Dellapiane). This 
operation is especially indicated for women 
near the menopause, but it may be indicated 
in women genitally active, provided that am- 
putation of the cervix and pyorrhaphy of the 
levators are limited to reasonable propor- 
tions. 


The Effect of Leg Traction on Ruptured 
Intervertebral Discs. Rothenberg, S. F.; 
Mendelsohn, H. A., and Putnam, T. J., Surg., 
Gynec. & Obst. 96:564, 1953. 

The purpose of this study of five patients 
with rupture of a lumbar intervertebral disc 
is to determine the mechanical effects of leg 
traction on the vertebral joints adjacent to 
a ruptured disc. 

Observations of ruptured lumbar interver- 
tebral discs exposed at operation and meas- 
urements between fixed landmarks on adja- 
cent vertebrae failed to demonstrate any 
perceptible change when as much as 25 
pounds (11.8 Kg.) of skin traction was ap- 
plied to one leg or 50 pounds (22.6 Kg.) to 
both legs. 

In an unanesthetized subject in the supine 
position, no change of relative position or 
angulation between 3 needles inserted into 
the bodies of the fourth and fifth lumbar and 
first sacral vertebrae could be demonstrated 
by roentgen examination as a result of the 
application of leg traction. 

Electromyograms demonstrate action cur- 
rents in the muscles of the leg, less marked 
in the thighs and gluteal regions and not in 
the paraspinal and abdominal muscles, when 
traction is applied to the legs. 

HENRY J. ROSEVEAR, M.D. 
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New Books 


Multiple Myeloma. By I. Snapper, Louis 
B. Turner and Howard L. Moscovitz. New 
York: Grune & Stratton, Inc., 1953. Pp. 154, 
with 43 illustrations and 15 tables. 

Perhaps no one of the neoplastic diseases 
that affect the human body has been less well 
understood by the average clinician than has 
multiple myeloma. This condition, which is 
always generalized so far as the involvement 
of blood and bone marrow is concerned, often 
manifests itself by the presence of a solitary 
tumor of the bone and occasionally of the 
liver, spleen or lymph nodes. 

In this monograph of 154 pages and 13 
chapters, Snapper, Turner and Muscovitz 
have concisely, clearly and graphically pre- 
sented the story of the myeloma cell in all 
of its clinical manifestations. Those who 
would like to clear up the confusion that has 
infected the minds of most physicians when 
they attempt to visualize the condition known 
as multiple myeloma will find the monograph 
exceedingly helpful. Nowhere in the English 
literature have I found a more satisfactorily 
arranged and carefully, but by no means 
tiresomely, detailed presentation of this sub- 
ject. The illustrations are adequate, the 
printing is easy to read, and the.-text is clear 
and readily understandable. 

EDWARD L. COMPERE, M.D. 


Experimental Hypnosis: A Symposium of 
Articles on Research. Edited by Leslie M. 
LeCron. New York: The Macmillan Com- 
pany, 1952. Pp. 483. 

This volume, by many authors, includes 
several pertinent articles for the surgeon 
interested in hypnotic phenomena, or indeed 
even for those in the ranks of the critical. 

Few would deny that the surgeon has an 
important voice in the evaluation of these 
phenomena. In fact, the surgeon, obstetrican, 
and anesthesiologist will generally be looked 
to by the medical fraternity in general for the 
most cogent evidence of the usefulness of hyp- 
notism in medicine. This is quite apart from 


the possible psychologic and psychiatric appli- . 


cations, and the fact is that hypnotism is wide- 
ly used in a number of countries. At the same 
time, very few surgeons are skilled in the 
technic, even many who recognize its legiti- 


macy as a subject for research and profes- 
sional interest. 

Especially worthy of attention, therefore, 
are the chapters on hypnotism and somatic 
function, control of the heart rate by hyp- 
notic suggestion, and hypnotism in obstet- 
rics. To these may be joined two chapters on 
hypnosis in dentistry (hypnodontics), indi- 
eating their pertinence to dental and oral 
surgery. 

In the first of these chapters, Paul Reiter 
(Copenhagen) reviews the available data 
concerning respiration, blood pressure, kid- 
ney function, gastric excretion, and the vege- 
tatively controlled functions in general. S. 
J. van Pelt (London) next reports some ex- 
periments on changing the heart rate. In 
obstetrics, W. Heron and Milton Abramson 
report their own results with 100 hypnoti- 
cally trained and 88 untrained subjects, 
showing a substantial reduction in the first 
stage of labor for the trained group. This 
would seem to be an important contribution 
to the current interest in psychologic prepa- 
ration for childbirth, e. g., the Read method. 

A valuable feature of the book is the ex- 
cellent chapter introductions by the editor, 
which fill in the background for each topic 
with both historical and bibliographic items 
of interest. This is often a great service, 
especially for those chapters which deal 
chiefly with original experimentation. 

The authority of the contributors, the 
scholarship evident in their presentations, 
and the excellent bibliographies will provide 
a unique handbook for the medical man, the 
psychologist and the physiologist, not to 
mention the nonspecialist who desires an in- 
troduction to serious research on this little- 
understood subject. 

Chapter headings and authors, in addition 
to those mentioned, are: Hypnosis in Perspec- 
tive (Griffith Williams) ; Hypnotic Induction 
(James Christenson Jr.) ; Rapid Method for 
Induction (Joseph Whitlow) ; Deep Hypnosis 
(Milton Erickson); Hypnotic Susceptibility 
and Waking Suggestibility (W. D. Furneaux) ; 
Narcotic Hypnosis (J. Stephen Horsley) ; Age 
Regression under Hypnosis (Leslie LeCron) ; 
Rorschach Psychodiagnosis in Hypnotic Re- 
gression (Brian Norgarb); Time Distortion 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


(Linn Cooper and Milton Erickson) ; Hypno- 
dontics (Aaron Moss); Hypnosis in Dentist- 
ry (Thomas Burgess); Extrasensory Percep- 
tion and Hypnosis (J. B. Rhine); Antisocial 
Uses (Paul Young) ; Dissociative States (Ge- 
rard Odencrants) ; Automatic Writing (Anita 
Muhl) ; Projective Hypnoanalysis (John Wat- 
kins), and Hypnoanalysis of Phobias (Jerome 
Schneck). 


La Chirurgie du Rein en Fer a Cheval. By 
P. Macquet and L. Wemeau. Paris: Masson et 
Cie., 1952. Pp. 102. Illustrated with diagrams 
and roentgenograms. 

Essentially a report of 11 cases of horse- 
shoe kidney treated in the Urological Clinic 
of the University of Lille, this monograph 
manages to outline the anatomic and clinical 
problem with simplicity, conciseness and 
grasp. Its value will be recognized by anato- 
mists, embryologists, urologists, and others 
especially interested in congenital malforma- 
tions of the kidneys. 

At the same time, the authors, by empha- 
sizing the importance of early diagnosis, 
recognize the crucial function of the gen- 
eral practitioner and the radiologist in identi- 
fying the condition. 

The conclusions: horseshoe kidney, which 
causes pain usually during young adulthood, 
can be diagnosed only by radiologic (uro- 
graphic, pyelographic) means. The uncom- 
plicated condition can be relieved by early 
symphyseotomy, preceded by careful studies 
of the vascularization (arteriographic in- 
vestigations, etc.). Pathologic complications 
may be considered inevitable if the condition 
is neglected, and graver than with normal 
kidneys. Renal enervation to relieve pain, 
the authors suggest, does not give lasting 
results. Complementary nephropexy was 
beneficial in 2 cases. 

These conclusions are developed from a 
presentation of the anatomic background, a 
detailed report of the authors’ clinical ma- 
terial, descriptions of the surgical procedures 
used to correct the malformation, and notes 
on the treatment of its chief complications— 
hydronephrosis, lithiasis, and tuberculosis. 


Diagnostic points are illustrated by graphic 
drawings which clearly elucidate the radio- 
grams. The illustrations will prove a real 
boon to the surgeons and surgical students 


who may have access to this little book. 
M. T. 
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Diagnostic Tests in Neurology. By Robert 
Wartenberg. Chicago: The Year Book Pub- 
lishers, 1953. Pp. 228. 

Even one who has followed for many years 
Dr. Wartenberg’s instructive articles con- 
cerning clinical neurologic tests will appre- 
ciate having his teachings put into book 
form. I, at least, would have studied this 
booklet from cover to cover as a fascinating 
refresher course, even if my duty as a re- 
viewer had not required it. 

Sharpness and accuracy of clinical obser- 
vation, simplicity and clarity of description, 
good organization of the material, and excel- 
lent illustrations make this book a highly 
recommendable supplement to the textbooks 
on neurology for the use of the practitioner 
and the senior student, but also a very useful 
guide for the lecturer in neurologic diag- 
nostics. The introduction is an especially 
fine piece of constructive criticism. Here Dr. 
Wartenberg warns against the deplorable 
ever increasing tendency to overestimate the 
mechanical, technical and laboratory pro- 
cedures—important and helpful as they may 
be—to the neglect of the art of clinical 
diagnosis based on a carefully taken history, 
the use of one’s five senses, keen observation, 
solid experience and good judgment. 

Dr. Wartenberg has always fought the un- 
critical overuse of proper names in the neu- 
rologic literature, a custom which he calls 
“eponymania.” Consequently, in his book, he 
tries to keep eponyms to a minimum. But this 
laudable attitude can also be fanatically 
overdone. From a didactic point of view, it 
is often easier for the student or nonspecial- 
ist to remember a test by its proper name 
than by its anonymous and colorless descrip- 
tion. He simply recollects, e. g., a useful 
variety of the Babinski sign, such as that 
described by Gonda, better as “the so-called 
Gonda reflex” than by an anonymous dry de- 
scription. Furthermore, if a physician should 
wish to look for a special proper-name sign, 
which he came across in a case history, he 
will search in vain for it in the index of 
this book. Or, if he rarely should find some 
proper names like Rossolino or Mendel-Bech- 
terew in the index, reference will be given 
only to those pages (102 and 103), where they 
are casually mentioned in a polemic sentence, 
but not to those pages where they are proper- 
ly described and interpreted. This is annoy- 
ing, and should be remedied in a prospective 
second edition of this valuable book. 

ERNST HAASE, M.D. 
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Slipped Capital Femoral Epiphysis. By 
Armin Klein, Robert J. Joplin, John A. Reidy 
and Joseph Hanelin. A Monograph in 
American Lectures in Roentgen Diagnosis, 
edited by Aubrey O. Hampton, M.D. Spring- 


field, Ill., Charles C Thomas, Publisher, 1953. . 


Pp. 128, with 77 illustrations. 

This monograph of 130 pages is so exten- 
sively illustrated with roentgenograms, pho- 
rographs and drawings that only a small 
amount of text is required to complete the 
story the authors have to tell. Emphasis is 
placed upon the importance of early diagno- 
sis, before actual slipping has taken place. 
internal fixation so secure that mobilization 
and activity can be subsequently encouraged 
constitutes the plan of treatment recom- 
mended. The results obtained by the authors 
when early diagnosis, internal fixation and 
early mobilization were carried out have 
been excellent. 

In addition to the discussion of diagnosis 
and treatment, one complete chapter is de- 
voted to the subject “Roentgenographic 
Standard of ‘Normal’ Hips.” In this single 
chapter are included both anterior and pos- 
terior roentgenograms of the hips of 46 
patients, all within normal limits. These 
films have been carefully analyzed from the 
standpoint of contour of the head and neck, 
the time of appearance of ossification centers 
and the age at which the epiphyseal lines 
close and the epiphysis becomes fused to the 
diaphysis, and the authors have demon- 
strated that it is not possible to project on 
a roentgen film a normal hip so as to simu- 
late epiphyseal slipping. This is a very valu- 
able addition to the literature of orthopedic 
surgery. 

EDWARD L. COMPERE, M.D. 


Tumors of Bone. By Bradley L. Coley and 
Norman L. Higinbotham, New York: Paul B. 
Hoeber, Inc., 1953. Pp. 216. 


Multiple, excellent, clear illustrations 
assist the well printed text of this volume, 
and the authors cover the subject of osteo- 
genec sarcoma in the first chapter, with many 
excellent roentgenograms showing variations 
of this tumor. Chapter 2 deals with chondro- 
sarcoma. Chapter 3 contains many excellent 
illustrations and case histories of Ewing’s 
sarcoma; Chapter 4 deals with reticulum cell 
sarcoma of bone. Chapter 5 includes excel- 
lent roentgen illustrations of osseous angio- 
sarcoma. Chapter 6 covers malignant giant 
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cell tumors. Chapter 7 has some excellent 
illustrations of plasma cell myeloma and 
Chapter 8 some good illustrations of meta- 
static carcinoma. A number of the roentgen 
films have no doubt been taken with a 0.3 mm. 
focal spot roentgen tube. 

Chapter 9 covers benign tumors of bone, 
and a number of pathologic photomicro- 
graphs are present. Chapter 10 covers non- 
neoplastic conditions of bone simulating bone 
tumors. 

The book is an excellent addition to the 
library of anyone who finds it necessary or 
desirable to compare some of the roentgen 
films in his practice with those known cases 
in which the diagnoses have been made by 
excellent authorities. 

HORACE E. TURNER, M.D. 


Textbook of Orthopedics. By M. Beckett 
Howorth. Philadelphia: The W. B. Saunders 
Company, 1951. Pp. 1,111, with 463 illustra- 
tions. 

This book is the composite effort of several 
authors and is the result of a comprehensive 
coverage of the field. 

The book is divided into four sections. The 
introduction and the basic principles of ortho- 
pedic practice are covered by a history of 
orthopedics from ancient times to modern; 
also a coverage of the anatomy and physiology 
of the musculoskeletal system, with emphasis 
on methods of examination and diagnosis. 

The subject of treatment is divided into 
several phases, and many valuable points are 
brought out, including the use of radio- 
therapy, physical therapy and occupational 
therapy as well as the usual orthopedic pro- 
cedures. 

It is interesting to note that the author 
has taken cognizance of obesity and posture. 
His chapter on the spine is interesting, and 
the chapter written by J. William Littler on 
the hand and wrist makes interesting reading. 

Every region of the body is discussed in a 
separate chapter. Considerable attention is 
given to congenital deformities and to infec- 
tions producing orthopedic conditions. The 
chapter on trauma caused by orthopedic con- 
ditions is well illustrated and contains inter- 
esting reading. The section on neurology as 
related to orthopedic practice, written by 
ig J. Cramer, is extensive and well organ- 
zed. 

This volume should be in every orthopedic 
surgeon’s library. It is an excellent reference 
book. 
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ALBERT LEZIUS, M.D., F.I.C.S. 


1903-1953 


German surgery lost a leader and the International College of Sur- 
geons lost a loyal champion when Prof. Dr. Albert Lezius of Hamburg died 
suddenly on November 12, after a brief illness, at the apex of his career. 
One of the outstanding surgeons of our day, he was only fifty years old at 
the time of his death. 

Albert Lezius was born in Dessau on January 5, 1903. He studied at 
the Universities of Tiibingen and Munich, receiving his M.D. degree in 
1927. He became Instructor in Surgery in 1938 and Associate Professor 
of Surgery in 1944. From 1927 to 1935 he studied thoracic surgery at the 
University of Mainz as assistant to Prof. Jehn, and from 1935 to 1939 
specialized in general surgery and surgery of the blood vessels at the Uni- 
versity Clinic of Heidelberg under Prof. Kirschner. — 

From 1939 to 1947 he was Chief Surgeon at the Biirgerhospitales in 
Frankfort. In 1947 he became Chief Surgeon at the Surgical Clinic of 
Lubeck, serving at this post until he succeeded Prof. Dr. Georg Konjetzny, 
F.1.C.S. (Hon.), as Professor and Head of the Department of Surgery at 
the University of Hamburg. 

From the early days of his career Albert Lezius was a prolific con- 
tributor to the surgical literature. Only recently he published a highly 
significant volume, Surgery of the Lungs. 

A co-worker and close friend of the distinguished Prof, Dr. Rudolf 
Nissen, President-Elect of the International College of Surgeons, Prof. 
Lezius worked tirelessly and devotedly to create the German Section of 
the International College and was Secretary of the Section at the time of 
his death. 

At the 1950 Congress of the International College of Surgeons in 
Buenos Aires Prof. Lezius presented an inspiring lecture on his specialty, 
supplemented by motion pictures, which was followed by an invitation to 
lecture at the University of LaPlata. In September of this year he partici- 
pated in the Eighteenth Annual Congress of the United States and Ca- 
nadian Sections in New York City, presenting a lecture on bronchogenic 
carcinoma. At that time he seemed in the best of health and spirits, so 
that the news of his untimely passing came as a particular shock to those 
who talked with him then. 

Not only a brilliant scientist but a man of great humanity and an en- 
gaging, kindly personality, Prof. Lezius was admired, respected and loved 
by students and colleagues alike. As a teacher, he was always friendly and 
helpful; as a critic, invariably kind and constructive. It is safe to say that 
no student of his will forget him. 

He was a devoted husband and father, and to his family the officers, 
trustees and Fellows of the International College of Surgeons extend their 
deep sympathy and condolences. Men like Albert Lezius can never be re- 
placed, either in their families or in the professional field. The entire sur- 
gical world mourns his passing. 
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... to share the 


Plans, Purposes, Activities and Friendships, 


of the 


In the course of development of the In- 
ternational College of Surgeons from a 
far-reaching dream to a world-wide reali- 
ty, the dynamic forces that set our great 
project in motion have increased and ex- 
panded almost beyond belief. From a hand- 
ful of surgeons who believed with all their 
hearts, minds and souls in the universality 
of science, the College has grown into a 
vast organization counting its membership 
in thousands. From a modest bi-monthly 
limited in content, though never in quali- 
ty, by the lesser resources available at 
the time of its appearance, the Journal of 
the International College of Surgeons has 
become a monthly publication of national 
and international importance whose infl- 
ence in the field is second to none. The 
Journal, though now published monthly 
and at least three times its original size, 
still has not space enough to contain all 
the outstanding original articles that pour 
into the Editorial Office and at the same 
time do justice to the activities and 
achievements of the College, national, in- 
ternational, regional and individual. 
With this issue, therefore, we introduce 
the Bulletin of Meetings, Announcements, 
and National and International Activities, 
which will appear bi-monthly and will bring 
to our readers the news and personalities 
that make the College what it is. Plans, 
programs, meetings, activities, honors and 
awards, postgraduate courses, scholar- 
ships, items of historical and biographical 
interest, letters to the Editor, and all other 
organizational news of significance will be 
presented. What makes the new section 
unique is the fact that these contributions 


International College of Surgeons 


will be limited only by the limits of the 
civilized world. The College has always 
been keenly aware of the need of integrat- 
ing the work and ideas of surgeons every- 
where. 

It is a great pleasure, in this first issue 
of the new Bulletin, to share with our 
readers the plan for an International Sur- 
geons’ Hall of Fame to be established in 
the beautiful College Home in Chicago; to 
invite them to accompany us, in retro- 
spect, to the recent Congresses in Rome, 
Vienna and Amsterdam; to share our ad- 
miration of the remarkable progress of the 
College in South America, and to offer the 
fullest possible coverage of the Interna- 
tional College in all its member nations. 

In an effort to illuminate College activi- 
ties to the fullest possible extent, the Bulle- 
tin will be illustrated throughout with the 
best photographs obtainable. In this way 
we hope to make all our friends and co!- 
leagues thoroughly acquainted with the 
College background of places and person- 
alities, and to explain its significance in 
modern surgical science and the correl:- 
tion of national cultures. 

In other words, we regard this additio. 
to the Journal of the International Colle: 
of Surgeons not merely as a convenient ai - 
cillary publication, though we hope it wi ! 
be that as well, but as one more advanc : 
toward international understanding amon ‘ 
the surgeons of the world and, throug 
them, a profounder understanding and . 
warmer sense of integration among th 
peoples they serve. 


M. T. 
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Plans for the International Surgeons’ 
i il of Fame, to be established at the 
, me of the International College of Sur- 
g ons in Chicago, are proceeding apace. 
Ty e warmly enthusiastic response that 
ge -eted the original proposal has been 
n .tched by the admiration expressed for 
t' » preliminary sketches of our architects, 
0 © of which appears below. Further prog- 
g oss reports will appear in the Bulletin as 
t! ey become available. 

A great deal of progress toward crystal- 
li ation of this ideal has already been made, 
truanks to the excellent cooperation of all 
c oneerned. At the Herbert Acuff Memorial 
Meeting held in Knoxville, Tennessee, in 
April (see P. 13), Dr. Max Thorek, Secre- 
tary General and Founder of the College, 


INTERNATIONAL SURGEONS HALL OF FAME cricaso 


International Surgeon’s Hall of Fame 


Architect’s preliminary sketch of entrance to the Surgeons’ Hall of Fame. 


discussed the plans in some detail, saying 
that the first twelve surgeons selected to 
be honored will be outstanding personali- 
ties from ancient times to the present. 
Each candidate must have been deceased 
at least sixteen years before being con- 
sidered. Five more immortals will be se- 
lected each year to be added to the Hall of 
Fame. 

Any surgeon is privileged to nominate a 
candidate, the final selection being made 
by a board of 150 medical historians. A 
bust of each surgeon elected will be placed 
in the Hall of Fame, accompanied by a 
bronze tablet explaining the surgeon’s ac- 
complishments and by documents, letters 
and medical records left by him. Final 
arrangements will be made by the commit- 
tee of surgeons listed on Page 4. 
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{it was a warm summer evening, the 
.-ond day of June 1953, when we left the 
|. ‘ernational Airport in New York. Soon, 
‘:om high in the sky we could see all of 
‘ow York and gradually the shoreline of 
1: New England states. We were on our 
\ ay. The cities that we expected to visit 
\ cre Frankfurt, Vienna, Innsbruck, Ven- 
je, Rome and Paris. The Austrian Section 
« the International College of Surgeons 
\.as to hold its meeting on June 5, 6 and 7. 
‘the meeting of the Italian Section in 
itome was to follow on June 11, 12 and 13. 
Many surgeons from the United States 
planned to attend both meetings; in fact, 
part of the group had been in Europe for 
some time, attending the Coronation in 
England and seeing the Old World. 


Arrival in Vienna, where the American delegation was warmly welcomed by the Reception Committee, 
Profs. Finsterer, Schénbauer and Mandl. 


Continental Odyssey 


WALTER C. BORNEMEIER, M.D., F.A.C.S., F.I.C.S. 
CHICAGO, ILLINOIS 


About an hour after we were out of 
New York, far up the coast, we had an 
excellent dinner. We then went down into 
the clubroom of the plane for a songfest 
under the direction of that always ready 
and willing song leader, Dr. Arnold Jack- 
son. He practically sang us into Gander, 
Newfoundland. 

The Gander Airport was full of GI 
wives and children, Europe-bound. The 
children were a well-behaved lot, consider- 
ing that the hour.was about midnight. Dr. 
Frank Ciancimino, of Nyack N. J., was 
about to buy me an ice cream cone when 
our flight was called and we were on our 
way again. More singing started in the 
lounge, but it didn’t last long; one by one 
we went to our seats and settled down 
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for a nap. When we awakened, it was day- 
light; coffee was ready, and soon after 
breakfast we were in London, Half an 
hour later we were again on our way. We 
had lunch and landed in Frankfurt. 

Frankfurt, a clean and busy city, seems 
intent on reestablishing and rebuilding it- 
self as rapidly as possible. The people are 
busy; they move briskly, and there is no 
loitering and visiting on street corners. 
Workmen near our hotel stayed on the job 
until dark. 

Some of our party, in a visit to the 
cocktail bar before dinner, learned the 
hard way that the duty on Scotch and 
Bourbon makes both a trifle high. Local 
brews, however, are not expensive. 

We stayed in Frankfurt one night, left 
by plane, stopping in Stuttgart and Mu- 
nich, and arrived in Vienna in midafter- 
noon after a beautiful flight along the 
Alps, over fields and towns in a country 
that is rapidly regaining its place in the 
economy of Europe. 

We were met at the plane by a delegation 
of Viennese surgeons, headed by Prof. 
Hans Finsterer and Dr. Mandl. We were 
required to go through customs and be 
cleared by four-power inspection of pass- 
ports and declarations of money brought 
in, so that no one could leave with more 
than he brought in. Vienna is in Russian- 
occupied territory, but the city is under 
four-power occupation. The airport is out 
of the city, in Russian territory; so we 
were put into a bus, accompanied by a 
local guard, and taken to the city. No 
stops along the way were permitted. In 
Vienna itself no one was restricted except 
from taking pictures of Russian soldiers 
or of buildings flying the Russian Flag. 
One of our ladies had to talk fast to get 
her camera back after taking a picture of 
a girl in uniform, the Russian equivalent 
of a WAAC. 

The people of Vienna are delightful and 
very friendly. Because of the difficulty of 
coming and going, they see relatively few 
outsiders who have not come on business. 
We were wined and dined with a sincere 
cordiality that was truly refreshing. 
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On the morning of June 5, the meeting . 
started in the old Allgemeines Kranke: . 
haus. In the ancient amphitheater of th:. 
institution we listened to surgeons fro: 
every part of Europe and the Unite: 
States. Prof. Schénbauer a Fellow of th.- 
College, who is head of the First Surgicii 
Clinic as well as chief of the entire medi- 
cal center, was our host. 

Prof. Finsterer, Honorary Fellow and 
President of the International College of 
Surgeons, thoroughly enjoyed the entire 
meeting, greeting old friends heartily, and 
was particularly gracious as host as the 
extracurricular assemblies. Prof. Felix 
Mandl, Honorary Fellow of the College 
and Secretary of the meeting, interpreted 
accurately and rapidly. From the time of 
our arrival by plane until our departure 
four days later by train, he was always 
available to help whenever possible. 

The American Medical Society of Vien- 
na, an organization for the assistance of 
American doctors who wish to study in 
Vienna, has recently been reactivated. 
This group, with the Austrian Section of 
the International College, was host at a 
cocktail party after the first day’s meeting. 
On the following evening the Biirgermeis- 
ter of Vienna was host at a similar affair, 
even more elaborate, in the local City Hall. 
It was here that we were again able to 
greet and talk with the surgeons of Vi- 
enna and surrounding regions. Incidental- 
ly, the hors d’oeuvres were beautiful as 
well as delicious and were rivaled only by 
those set before us later in Venice, Rom: 
and Paris, and of course, on the Quee) 
Mary. 

After the mayoral party, a banquet wa: 
given by the Austrian Section at the Hote. 
Sacher. The reputation of this hotel fo 
hospitality has not been exaggerated. Dr 
Max Thorek gave an inspiring address a’ 
the conclusion of the Banquet, expressin; 
the hope of all the visiting surgeons anc 
their wives that Vienna, with all its beauty 
charm and graciousness, may soon be fre 
so that men may come and go without re 
straint. 

On Sunday evening, June 7, we left Vi- 
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enna by train from the new, modern rail- 
way station. About two in the morning, 
at Enis, we were awakened by a Russian 
sidier who examined our passports and 
the special “grey card” that permitted us 
leave after a special meeting in Vienna. 
Nh. one had any actual difficulty, but it 
..s a relief when the train again got un- 
' » way and we knew we were in territory 
»ervised by friendly people. 
\t about 7 a.m. on Monday we arrived 
Innsbruck. Here our cars were to lie 
, er for a few hours, to be picked up by 
a rain for Venice. We went to the Inns- 
ik Inn for breakfast and then spent 
.eral hours in this lovely city, which is 
‘+yidled among the mountains of Austria, 
vitzerland, Italy and Germany. Innsbruk 
is the northern entrance to the Brenner 
Puss and was the site of the meetings of 
Hitler and Mussolini. 
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The ride down the pass on our way to 
Venice occupied us until several hours past 
noon. The sun lighted both sides of the 
pass so that none of its grandeur was 
hidden, and cameras clicked steadily in an 
effort to capture particularly striking 
shots. 

At dusk we arrived in Venice. About a 
block from the railway station we entered 
gondolas for the trip to the Royal Danieli 
Hotel. The skill of the gondolier, who can 
manage his aquatic taxicab with one long 
flexible oar, is almost unbelievable. He 
propels, guides, stops or backs up merely 
by laying the oar into a notch in an up- 
right beam, and carries six passengers 
along at a very dignified pace. 

Tuesday was a beautiful and sunny day 
in Venice. We spent the morning seeing 
the sights, moving in and out of buildings 
on the streets between canals, seeing the 


Group of surgeons just outside the Campidoglio in Rome, where the Fourth Congress of the Italian 
Section was held. Left to right, Drs. Juzbasic, Thorek, Bendandi, Jackson and Horvath. 
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Ducal Palace, and crossing the Bridge of 
Sighs to see the prison. We few the 
pigeons in front of the Basilica of St. 
Mark and the Campanile. We crossed the 
Rialto Bridge and ended our morning tour 
at the City Hospital, where refreshments 
were served to our entire group. 

After lunch we toured the city by gon- 
dola, visiting the glass factory and seeing 
the homes of the famous people of Venice. 
Our tour ended on the Island of St. George, 
where the mayor of the city entertained 
us. A delightful cocktail party, with all 
the Venetian delicacies served by a host 
of waiters, was a fitting climax to a lovely 
day in a lovely city. 

Next morning a gondola took us down 
the Grand Canal in the bright sunshine to 
the station for an all-day ride across coun- 
try to Rome. 

At the Hotel Excelsior we were soon 
comfortably settled. Excellent food and a 
good night’s rest prepared us for another 
big day on the morrow. 

On Thursday, June 11, the Congress of 
the Italian Section of the International 
College of Surgeons was officially opened 
in the Campidoglio, where the official wel- 
come was proclaimed by the town mayor. 
Words of welcome were heard also from 
several dignitaries, including Prof. Pao- 
lucci, who had recently been elected Sena- 
tor. Drs. Thorek and Jackson responded. 
After this meeting the President of the 
Province of Turismo entertained all the 
participants at a vermouth party at the 
Casina della Rose, Villa Borghese. 

At 4 p.m. on June 11 the scientific ses- 
sions were officially opened at the Poli- 
clinico Umberto I. in the Hall of Surgical 
Clinics at the University of Rome. The 
afternoon of June 11, both forenoon and 
afternoon of June 12 and 13, were occu- 
pied by scientific sessions. Surgical demon- 
strations were available, and a large num- 
ber of surgeons gathered to watch Prof. 
Paolucci and Prof. Valdoni operate. 

In the evenings or between the scientific 
sessions, there was an intensive program 
of parties and sightseeing. At the end of 
the first day, which included the opening 
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meeting at the Town Hall, the vermo:'th 
party at noon, the opening of the scient 'fic 
session and the first afternoon of miect- 
ings, a huge cocktail party was given by 
the Director Genera] of Cultural Relaticns 
at the Grand Hotel. Every delicacy imazi- 
nable was available, and, for those who 
preferred ice cream or pie, these were 
available too. The American Ambassador, 
Clare Booth Luce, was present and partici- 
pated. 

On Friday night, a Banquet at the Rupe 
Tarpea, with excellent entertainment and 
dancing, lasted until the early hours of 
Saturday, and on Saturday night a dinner 
party was given by SenatorPaolucci at the 
exclusive Royalty Club, an event never to 
be forgotten. 

On Sunday morning our entire group 
was escorted to the Vatican. where we 
were graciously received by Pius XII, The 
Pope showed warm interest in the mission 
of the International College of Surgeons. 

By noon of Sunday, June 14, we were 
on our way north through peaceful Italy, 
where fields of grain replaced the war- 
torn hills and ammunition dumps that 
were here nine years ago. As our train 
passed through Grosetto, a hundred miles 
north of Rome, it was quite a thrill to look 
out upon the beautiful Tuberculosis Hos- 
pital where, eight years ago, I spent my 
last month of duty overseas in command 
of one platoon at a Field Hospital. 


On Monday morning we arrived in 
Paris. What a blow! the shops are closed 
on Monday. We survived, however, «nd 
celebrated by going to the Folies Berg‘ re. 
And for those of us who had never sven 
Paris, the Champs Elysees and the Arc 
de Triomphe were as impressive as our 
skyscrapers are to visitors to Chicago or 
New York. On Tuesday we walked : id 
shopped. On Wednesday we saw Paris y 
bus and on Thursday we visited the cas‘ es 
of Malmaison and Versailles. If the Cas le 
of Versailles could be moved into Gr: nt 
Park in Chicago, what a convention ha! it 
would make! 

During the daytime hours we saw ‘e¢ 
Cathedral of Notre Dame, the Louvre, . 1¢ 
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B: silica of the Sacred Heart, the Church 


M..cy. We elected to come home on this 


the Madeleine, and the Opera House. 
the evenings we visited Maxim’s and 


jvo’s, and one evening had dinner in the 
of Prof. Lucien Leger, F.I.C.S., of 
. University of Paris, where we also met 
- f, Roux in a select company of Fellows 
he College. 

_aris is fascinating; one day we shall 
- pack. We saw a great deal in four 


3, but missed the Rive Gauche. Next 


: 2 we will go there first. 
‘in Friday, June 19, our party divided 


-o home, either by air or on the Queen 


For information pertaining to qualifications for 
Fellowship or Associate Membership 
in the 
Canadian Section, International College of Surgeons 


please write 
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floating palace, with its ballroom, break- 
fast in bed, cocktails on the deck, a nap 
in the afternoon, movies, dinner, horse 
racing, dancing and finally hurry to bed 
because it’s about time for breakfast. 

We bowed low in salute to the Statue 
of Liberty at noon on Tuesday, June 23, 
just three weeks after leaving the Inter- 
national Airport for a glorious trip with 
charming people to the medical and cul- 
tural centers of a very friendly Europe 
and a sterling group of Fellows of the 
International College of Surgeons, all of 
whom were profoundly and unalterably in- 
terested in its mission. 


E. M. C. McAmmond, M.D. 
Suite 2, 1701 West Broadway 


Vancouver 9, B. C., Canada 
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Pen Portraits of Distinguished Fellows 


of the 
International College of Surgeons 


PROF. DR. FRANCISCO GRANA, 
F.I.C.S. (Hon.) 
LIMA, PERU 


Francisco Grafa, Honorary Fellow and 
Past President of the International Col- 
lege of Surgeons, is one of the most widely 
and deeply beloved surgeons in Peru. 
Walking with him through the streets of 
Lima, one cannot escape the impression 
that everyone looks at him and after him 
with admiration and respect. He is equal- 
ly at home in peasants’ hovels and in 
kings’ palaces. Warm, sympathetic, out- 
going, genial, his personality is one im- 
possible to forget. 

Of Dr. Grafia’s professional distinction 
the world at large is aware. He has given 


Prof. Dr. Francisco Grafia R., F.I.C.S. (Hon.) 
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unstintedly of his time and effort to many 
scientific organizations; he has contributed 
many folios and articles to the surgical 
literature of the world; he. has_ been 
awarded the Orden de los SS. Mauricio y 
Lazaro de Italia, the Cruz de la Orden de 
Isabel la Catoélica de Espana, the rank of 
Gran oficial de la Orden del Sol del Peri, 
and the Cruz del Sur de los Estados Unidos 
del Brazil. He is an Honorary Fellow of 
the American College of Surgeons. 

As an Honorary Fellow and Past Presi- 
dent of the International College of Sur- 
geons, Dr. Grafia is known as a friend to 
surgeons all over the world. He shares 
profoundly the conviction of the College 
that science has no national frontiers, and 
he is a man who acts upon his convictions. 


Dr. Grafia’s friends affectionately call 
him Pancho. He has been for many years 
almost the official mentor and physician 
to the Corrida, toward which he has al- 
ways been strongly attracted. Visitors to 
his home find trophies and mementoes of 
the national sport on every hand—richly 
embroidered serapes, posters of famous 
performances, autographic material in 
great profusion. 

Naturally, he is a mine of information 
about the Corrida, and a wide-open miie 
as well. Those who have heard him on h's 
favorite avocational subject well know 
that one has only to reveal an intere-t 
in the matter, and Pancho Grajfia will «'! 
but stage a private performance himse!'. 
To see him demonstrating the most dr: - 
matic and effective stances of matado', 
toreador and picador, executing the mo: ! 
elaborate veronicar as nonchalantly as { 
he had been in the arena all his life, is ¢ 1 
experience that will serve the spectators . 3 
a “conversation piece” for a long time. 
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Letters to the Editor 


That readers of the Journal and the Bulletin of Meetings, Announcements, National 


yd International Activities may share with one another the interesting, unusual, 
-riking or memorable ideas and experiences that complement the life of a busy sur- 
eon, this department welcomes communications from Fellows of the College and other 
irgeons all over the world. Material will be selected for timeliness and special in- 
‘orest. Because of space limitations, it is requested that correspondents confine their 


tters, if possible, to a maximum length of 300 words. 


Dirksland, Netherlands 
July 17, 1953 
‘iv dear colleague: 

I most cordially thank you and the 
.\merican Section of the International Col- 
lege of Surgeons for sending $1,000 to the 
surgeons in the areas stricken by the flood 
oi February 1. The money was used for 
work on the isle of Schouwen-Duiveland 
and on the isle of Goeree-Overflakkee. 
both isles were almost entirely flooded 
during the catastrophe. Many people lost 
their lives; about 600 died on one isle that 
had a total population of 35,000. After 
that the weeks were confused, and we all 
worked hard to help where we could. We 
saw a terrible amount of human suffering. 
In my hospital I had several children un- 
der treatment who lost their whole family 
—father, mother, brothers and sisters— 
all drowned. It wasn’t a pleasant job to 
tell them about it. 

My hospital and house escaped the flood, 
although we had to work for days to keep 
the water away. In February, March and 
April a large part of the population had 
to be evacuated from the isle. The work 
that had to be done in organizing help and 
in social and moral rebuilding helped to 
keep up good spirits. Now our engineers 
have succeeded in making the land dry 
again and are busy building enormous 
dykes that must be ready before the au- 
tumn storms break loose. But the soil is 
totally destroyed by the inundation with 
salt water, and the farmers lost their 
houses, tools and cattle. However, people 
here are extremely tenacious and work 
hard, and I am sure they will succeed in 


getting good crops again from the fertile 
soil in a couple of years. 

A dozen of your American airmen did 
marvelous things with their helicopters 
on our isle and saved hundreds of people 
who were in danger of being swept away 
by the flood when they were isolated on 
the roofs of their houses and farm build- 
ings or on broken segments of dykes. 
Through these airmen I was able to com- 
municate with my colleagues in the iso- 
lated villages and to evacuate the sick and 
wounded. 

Of course the life on this ravaged area 
of our country isn’t a merry one, but we 
are doing surgical work again, and that 
is the best consolation. After having wit- 
nessed the things that happened here in 
those February days, I am thankful to 
have survived with my life and the lives 
of my family. All other things are of 
minor importance. 

I am very thankful for the material help 
you gave, and above all for the friendly 
gesture, in which I feel the international 
brotherhood of our loved profession. 

G. STOEL, M.D., F.I.C.S. 


Flood damage in Netherlands area. 
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Vienna, Austria 
July 14, 1953 
My dear colleague: 

It has been a regrettable loss to all phy- 
sicians to be prevented throughout the 
years of war from attending gatherings 
with their colleagues from all over the 
world, gatherings which, since more than 
half a century ago, have been recognized 
beyond any doubt as of great value not 
only for teaching and research but also 
for the practice of medicine. On such oc- 
casions the stubborn, quiet, and patient 
labor of scientific medicine is reviewed 
not by sensational proclamations but by 
simple reports on the experiences gained 
in the clinic or in the laboratory with new 
and sometimes even with old methods. 
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The International College of Surgeo: ; 
has made an intensive and continuin:: 
study of this need and has left nothing w: . 
done that could contribute to its fulfil!- 
ment, at the same time meeting every rv- 
quirement of professional and personal 
excellence . . . It is certainly not made 
easy for a surgeon to acquire membership : 
he has to undergo a difficult examination 
to which he can be admitted only upon 
the suggestion of prominent colleagues... 
The Austrian Section is comparatively 
young, but from the very beginning the 
nucleus of its membership was formed by 
the leading surgeons of Vienna and promi- 
nent representatives of the various sur- 
gical specialties ... 

ALEXANDER HARTWICH, M.D., F.I.C.S. 


For information pertaining to qualifications for 


Fellowship, Associate Membership or Junior Membership in the 


United States Section, International College of Surgeons 


please communicate with 
Dr. Karl A. Meyer, F.A.C.S., F.I.C.S. 
1516 Lake Shore Drive 
Chicago 10, Illinois 


The Herbert Acuff Memorial Meeting 
as held by the Southeastern Section on 
.pril 24 and 25 in Knoxville, Tennessee. 
-he two-day meeting was a tribute to Dr. 
‘erbert Acuff, F.A.C.S., F.I.C.S., the be- 
ved friend and colleague who was Presi- 
-nt of the United States Section and then 
vesident of the College. 

Dr. Acuff studied, traveled, and had 
any friends throughout the world, but 
's home and practice were in Knoxville. 
‘e was born in Washburn, Tennessee, near 
.noxville. He interned at Knoxville Gen- 
val Hospital and later was thoracic sur- 
eon on the staff. He was Chief of Staff at 
~t. Mary’s Memorial Hospital and Beverly 
‘ills Sanatorium. The citizens of Knox- 
ville are proud of the Acuff Clinic, of which 

he was President and Surgical Director. 

The service was a memorable and mov- 
ing experience, as it could not fail to be to 
the many who loved and honored Dr. 
Acuff. Truly a “good great man” in the 
highest sense of the words, Dr. Acuff can 
never be forgotten by any who knew him. 

At a banquet that evening at the Chero- 
kee County Club, Dr. Arnold S. Jackson, 
F.A.C.S., F.LC.S., President-Elect of the 
United States Section, addressed the group 
on current concepts of thyroid surgery. 

Dr. George B. Callahan, F.I.C.S., of Wau- 
kegan, Illinois, showed slides of previous 
meetings of the International College of 
Surgeons throughout the world. 

Dr. Park Nicely, F.A.C.S., F.LC.S., of 
Knoxville, presided at the program Friday 
morning. The Mayor of Knoxville, the 
Hon. George R. Dempster, gave an address 
of welcome, and Dr. Fred Brown gave the 
invocation. 

The morning scientific session included 
the following presentations: “Surgical As- 
pects of Coal Workers’ Pneumonoconiosis” 
by Dr. Harwell Dabbs, Director of the 
Lynch Medical Services in Kentucky ; “The 
Differential Diagnosis and Treatment of 
Lesions in the Mediastinum” by Dr. David 
Boyd, F.A.C.S., F.R.C.S., of the Lahey 


United States and Canadian Sections 


Dr. Herbert Acuff, F.A.C.S., F.I.C.S. 


Clinic in Boston; “Uterine Bleeding, A 
Universal Problem” by Dr. Gilbert Doug- 
las, F.A.C.S., F.1.C.S., Associate Professor 
of Gynecology at the Medical College of 
Alabama and Chairman of the Board of 
Regents of the United States Section of 
the International College of Surgeons; 
“Some Problems in Prostatic Surgery” by 
Dr. Ullman Reeves, F.I.C.S., Past Presi- 
dent of the Southeastern Section of the 
American Urological Association; and 
“Precancerous Lesions of the Colon” by 
Dr. Daugh Smith, F.A.C.S., Associate Pro- 
fessor of Surgery at Vanderbilt Universi- 
ty and President of the Tennessee State 
Medical Association. 

Dr. C. L. Chumley, F.A.C.S., F.I1.C.S., 
of Knoxville, presided over the afternoon 
session, at which a panel discussion was 
held on the management of gastrointes- 
tinal hemorrhage. Dr. B. T. Beasley, 
F.I.C.S., Secretary-Treasurer of the South- 
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eastern Surgical Congress, was moderator. 
Dr. Donald T. Chamberlin, F.A.C.P., Gas- 
troenterologist from the Acuff Clinic in 
Knoxville, Dr. Jackson, Dr. Boyd, and Dr. 
Smith were collaborators. 

Dr. Edward Compere, F.A.C.S., F.1.C.S., 
Professor of Orthopedic Surgery at North- 
western University, Chicago, presented a 
paper entitled “The Neck, Shoulder and 
Arm Syndrome.” 

Saturday morning, April 25, Dr. Milton 
Stockman, F.I.C.S., of Knoxville, presided. 
Dr. Neal Owens, F.A.C.S., F.1.C.S., Pro- 
fessor of Clinical Surgery at Tulane Uni- 
versity addressed the assemblage. His 
topic was “Surgical Management of Car- 
cinoma of the Head and Neck.” 

A symposium was held on the current 
use of radioactive isotopes. The partici- 
pants, from the Oak Ridge Isotopic Re- 
search Hospital, were Dr. Marshall Brucer, 
moderator, and Drs. Gould Andrews, Gran- 
vil Kyker, Samuel Root, Malcolm Tyor, 
Ralph Kniseley, Charles Crompton, and 
Robert Higgins, collaborators. 


Albee Memorial Lecture 


The Second Albee Annual Lecture on 
Rehabilitation will be delivered at the 
Kessler Institute for Rehabilitation in 
West Orange, New Jersey, on October 9. 
Dr. Sterling Bunnell of San Francisco will 
speak on the topic “Tendon Surgery of the 
Hand.” 

Other aspects of surgery of the hand 
will be considered in four panel discus- 
sions to be held in the afternoon, with the 
following speakers and subjects: Dr. Ed- 
ward J. Flynn of Boston, “Acute Hand 
Injuries”; Dr. Leonard Goldner of Dur- 
ham, North Carolina, “Reconstruction of 
the Hand After Cerebral Palsy and Trau- 
matic Spastic Paralysis”; Dr. J. William 
Littler, of New York, “Phalangization,” 
and Dr. Jerome Gelb, of Newark, ‘“Cine- 
plasty in Children.” Several guests have 
been invited to discuss these presenta- 
tions. Dr. Herbert Conway, Drs. Emmanu- 
el B. Kaplan and Leo Mayer, and Dr. 
Thomas W. Stevenson, all of New York 
City, will discuss the papers of Drs. Flynn, 
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Goldner and Littler respectively. D. 
Henry Kessler, Medical Director of ti : 
Kessler Institute for Rehabilitation, wi ! 
be one of the discussants of Dr. Gelb ; 
paper. 

Dr. Albee, a pioneer in orthopedic su:- 
gery and a leader in the development of 
modern rehabilitation, was the first Medi- 
cal Director of the New Jersey State Re- 
habilitation Commission. He was famous 
the world over for his great contributions 
to orthopedic knowledge. His many friends 
in the International College of Surgeons 
will recall the memorial service held in his 
honor at the College Home in Chicago, dur- 
ing the Seventeenth Annual Congress of 
the United States and Canadian Sections. 
At that time the Fred H. Albee Memorial 
Chair was dedicated to his memory, with 
appropriate solemnities, as “a visible and 
tangible memorial designed to suggest the 
dignity, wisdom, learning and power of 
the dedicated surgeon.” 

The Albee Lecture is open annually to 
all physicians and surgeons. Those who 
wish to attend this year’s Lecture should 
communicate with the Registrar of the 
Kessler Institute for Rehabilitation, Pleas- 
ant Valley Way, West Orange, New 
Jersey. 


Dr. Crotti Honored at Dedication of Ohio 
Cancer Center 


The career of Dr. André J. Crotti, Past 
President Emeritus of the International 
College of Surgeons and founder of the 
Columbus Free Cancer Clinic more than 
thirty years ago, was a focal point of in- 
terest at the two-day program of dedic:- 
tion for the new Cancer Research Labor:'- 
tories of the Health Center at Ohio Stat» 
University. 

The $657,000 research center is schec 
uled for completion in the autumn of thi 
year. The ground floor and the upper fou 
stories of the magnificent modern buildin: 
will house the headquarters of the Clini 
and provide full facilities for research. 

The merger, long desired by Dr. Crot: 
to provide services beyond the resource 
of the Clinic alone, was hailed with gre 
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enthusiasm. “The only way to obtain rec- 
ovnition of the Clinic as a true cancer 
center,” said Dr. Crotti, “was to merge 
the Clinic with the Medical Center .. . The 
hope of reducing the morbidity and mor- 
t. lity rates associated with cancer lies in 
t e correlate efforts of first-rank scientists 
.orking together in a great center where 
» needed facilities are available.” An 
. icial of the Medical Center expressed 
‘ e opinion that Dr. Crotti’s energy and 
« votion had helped more than any other 
s.agle contribution to bring it about. 

Interviewed by a representative of the 
( ,lumbus Dispatch, Dr. Crotti recalled the 
« rly days of cancer detection, diagnosis 
acd therapy in Columbus. “In June 1921, 
as a young Swiss doctor,” he said, “I met 
Mrs. Samuel L. Black, who joined forces 
with me to lay plans for the Clinic, estab- 
lish headquarters for it and set up a Board 
of Directors. Mrs. Black found two rooms 
on the second floor of the Tuberculosis 
Dispensary; the Board of Directors was 
organized with myself as first Medical Di- 
rector, and the Clinic opened in October 
1921. Miss Mary Scarlett (Later Mrs. 
Charles Wambaugh) became the first 
nurse in charge. 

“We didn’t have anything—not even 
two chairs—and of course we had no 
roentgenographic equipment. For several 
years we relied on the kindness of Colum- 
bus physicians, who permitted us to take 
our films without cost, and on the good 
will of the hospitals for admission of our 
patients.” 

Dr. Crotti then appraised the achieve- 
ments of the Clinic in service, cancer edu- 
cation and the impetus given to work in 
this vitally important field. Because of its 
limited facilities, the Clinic was devoted 
chiefly to the detection and diagnosis of 
cancer, referring its patients elsewhere to 
be treated. In 1946, after twenty-five 
years of service, Dr. Crotti resigned as 
Medical Director with two suggestions to 
the Board: first, that Dr. Charles A. Doan, 
F.LC.S. (Hon.), Dean of the College of 
Medicine of the University of Ohio, suc- 
ceed him in office, and second, that the 


UNITED STATES AND CANADIAN SECTIONS 


Clinic be made part of the University Med- 
ical Center. “There is no doubt in my 
mind,” said Dr. Crotti, “that we shall one 
day control cancer by chemical means. 
Until that day comes, the installation of 
great cancer centers offers a magnificent 
opportunity for progress. 

Tributes were paid to Dr. Crotti by Dr. 
Doan, who presided at the dedication cere- 
monies; by University President Howard 
L. Bevis and Vice-President John B. Tay- 
lor, by Dr. David E. Price, Assistant Sur- 
geon General of the United States Public 
Health Service, and by the other speakers 
on the program: Judge Myron B. Gessa- 
man, President of the Executive Board of 
the Columbus Cancer Clinic; C. William 
O’Neill, Attorney General of Ohio, and 
Judge Robert E. Gorman, Chairman of the 
University Board of Trustees. Dr. Doan 
also read a message from Charles P. Ket- 
tering, Vice-President of the Board. A 


Dr. André Crotti 
LL.D., F.A.C.S., F.1.C.S. (Hon.) 
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more lasting form of recognition and honor 
will appear near the main entrance of the 
new Cancer Center: a plaque commemorat- 
ing Dr. Crotti’s achievements as first Med- 
ical Director of the Clinic and the impor- 
tant auxiliary contributions of his early 
associates. 

The International College of Surgeons, 
which has long counted Dr. Crotti among 
its most distinguished Fellows, extends 
the heartiest congratulations to him on 
this great occasion. We hope and believe 
that the utmost expectations of both Dr. 
Crotti and the University will be realized 
in the expanded services provided by the 
merger. 


Eighteenth Annual Congress 


The Eighteenth Annual Congress of the 
United States and Canadian Sections will 
be held on September 15, 16 and 17 at the 
Waldorf-Astoria in New York. As always, 
the Congress welcomes all surgeons and 
members of allied professions, not only 
from North America but from anywhere 
in the world. 


Prof. Domagk receiving the Nobel Prize from 
King Gustav V of Sweden. 
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The Chairman of the Eighteenth Con 
gress is Dr. Horace E. Ayres, F.A.C.S. 
F.LC.S., of New York. Dr. Ayres will b: 
assisted by Co-Chairman Dr. Lyon H. Ap. 
pleby, F.R.C.S., F.A.C.S., F.I.C.S., of Van- 
couver, and Dr. Henry M. Scheer, F.A.C.S.. 
F.1L.C.S., of New York. 

This year’s Congress will be honored by 
the presence and participation of Prof. 
Gerhard J. P. Domagk, distinguished Pro- 
fessor of Surgery at the University of 
Miinster in Germany. Prof. Domagk, dis- 
coverer of the sulfa drugs, was awarded 
the Cameron Prize in the spring of 1939 
and the Nobel Prize in medicine in the 
autumn of the same year. The subject on 
which he will address the Congress is 
“Medical Treatment of Pulmonary Tuber- 
culosis.” 

Discussions in the General Assembly 
will cover the whole surgical field, the or- 
iginal scientific presentations being com- 
plemented by panel discussions. More spe- 
cialized subjects will be studied by the 
various Sections on Orthopedics, Neuro- 
surgery, Urology, Coloproctology, Plastic 
Surgery, Occupational Surgery, Obstetrics 
and Gynecology, and Ophthalmology and 
Otolaryngology. These sessions will in- 
clude original papers, panel discussions, 
symposiums, round table discussions, 
study clubs and surgical clinics. 

On Tuesday and Thursday, September 
15 and 17, scientific motion pictures will 
be shown continuously from 9 a.m. to 4 
p.m. The Eighteenth Annual Congress wil! 
present the first public showing in the 
United States of three-dimensional cine- 
fluorographic films, which show anatomic 
structures in their natural spatial rela- 
tionships. A Film Forum will be held on 
Monday evening, September 14, and on 
Tuesday evening there will be a forum on 
the pharmacologic aspects of surgery. A 
special session for surgical nurses is sched- 
uled in cooperation with the New York 
Association of Operating Room Nurses 
and will include lectures, films, panel dis- 
cussions and “problem clinics.” 

In addition to the general and specia’ 
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-essions of the Congress, programs of un- 
»sual interest will be presented. On the 
.fternoon of Monday, September 14, the 
i\ferbert Acuff Memorial Lecture will be 
-olivered by Dr. J. Grafton Love, F.A.C.S., 
' LC.S., Professor of Neurosurgery at the 
niversity of Minnesota. His subject will 
oo “Newer Methods of Diagnosis and 
-reatment of Glossopharyneal and Tri- 
.ominal Neuralgia, including the Decom- 
session Operation.” 

The International Surgeons’ Hall of 
ame will also be the theme of a special 

rogram, to be held in the Sert Room of 
ie Waldorf-Astoria at 8 p.m. on Sunday, 
-eptember 13. The main address, “Fame 
1 Surgery,” will be given by Dr. Richard 
|. Shryock of Baltimore. Dr. Shryock is 
‘he William M. Welch Professor of the 
ilistory of Medicine and Director of the 
institute of the History of Medicine at the 
Johns Hopkins University School of Medi- 
cine. 

The beautiful Convocation ceremonies, 
always the highest point of every Con- 
gress, will take place on Thursday evening 
in Carnegie Hall. The induction of new 
members into the United States and Ca- 
nadian Sections will be, as always, at- 
tended by its invariable grace, dignity and 
fitness. 

The wives of the surgeons who attend 
will be offered every facility for enjoy- 
ment. Among the planned diversions are 
a cruise around Manhattan Island, a tour 
of the United Nations headquarters, a bus 
tour of New York, and a luncheon and 
style show in the Empire Room of the 
Waldorf-Astoria. Mrs. Fred T. Albee will 
be hostess at a welcoming tea given in the 
Empire Room. Mrs. Charles Haight will 
present a lecture, “The White House 
Story,” after a breakfast at Altman’s. 

As is well known to those who have at- 
tended, each Annual Congress of the 
United States and Canadian Sections sur- 
passes the one before. It is our confident 
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expectation that this year’s Congress will 
be no exception. 


Dr. Morgan Honored 


Dr. James O. Morgan, F.A.C.S., F.L.C.S., 
Regent of the International College of Sur- 
geons for the State of Alabama, has been 
elected President of the Alabama State 
Medical Association. 

Dr. Morgan has long been one of the 
most devoted Fellows of the College, and 
the honor is well deserved. He was gradu- 
ated from the Emory University College 
of Medicine in 1916 and served his intern- 
ship at St. John’s General Hospital in 
Pittsburgh, Pennsylvania. His postgradu- 
ate studies included work in Chicago, New 
York and Vienna. He has been Attending 
Surgeon at the Holy Name of Jesus Hospi- 
tal in the town of his residence, Gadsden, 
Alabama, since 1925. He is a member of 
the Etowah County Medical Society, the 
Alabama State Medical Association, the 
American Medical Association, the Ameri- 
can Association of Railway Surgeons, the 
Southern Medical*Association, the South- 
eastern Surgical Congress, the American 
College of Surgeons and the International 
College of Surgeons. 

Dr. Morgan is greatly in demand as a 
speaker on topics in the surgical field and 
has contributed many fine articles to the 
literature. Readers of the Journal of the 
International College of Surgeons are fa- 
miliar with the excellence of the abstracts 
he frequently contributes. His colleagues 
and friends, both within and without the 
College, will be unanimously delighted to 
hear of his latest honor. 


Surgical Exchange Assistantship Desired 


A well-trained German surgeon desires 
an exchange assistantship in surgery in 
the United States. For details address: 


Postgraduate Committee, International 
College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 
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Woman’s Auxiliary 


of the 
United States and Canadian Sections 


Message from Mrs. Walter C. Burket, President 


There are now more than thirteen hun- 
dred members of the Woman’s Auxiliary 
which makes it possible for us to undertake 
an important project this fall. Since this is 
a service organization, our dues will be 
used to further the work of the ICS 
through worthy projects and we have 
tried to keep expenses at a minimum. Our 
most vital concern now is choosing the 
right project to sponsor. Your Board feels 
that surgical fellowships offer the finest 
opportunity for vital service at this time, 
but careful study will be necessary before 
plans can be made. We hope to have the 
data ready to present at the business meet- 
ing in New York in September. 

A word of appreciation goes to Mrs. 
Chester W. Trowbridge for her work on 
membership and to Mrs. E. Karley Pinker- 
ton for her achievements in Canada. Mrs. 
Jerome J. Moses and her committee wel- 
comed the women who came to Chicago 
during the Regional Meeting May 5-6. Mrs. 
Louis F. Plzak, treasurer, has sent out 
membership cards and prepared a roster 
of members. And always, we are indebted 
to Mrs. Max Thorek for her wise counsel. 

Preparations are now complete for the 
September 14-18 meeting in New York. 
On June 9 I met with the women in charge 
of the plans. Mrs. John J. Goller, chairman 
of the Ladies’ Entertainment Committee, 
arranged for our meeting at the Columbia 
University Club and was hostess at a 
luncheon there, following the business ses- 
sion. Those present were her co-chairman, 
Mrs. Clifton L. Dance, Mrs. Fred H. Albee, 
who will be hostess at a tea in the Peacock 
Lounge of the Waldorf-Astoria on Mon- 
day, September 14, Mrs. Henry Scheer, 
who has charge of the breakfast at Alt- 
man’s on Wednesday, and Mrs. John Mus- 
sio, who is chairman of the luncheon and 
fashion show at the Waldorf on Thursday. 
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Mrs. Floyd E. Keir, who will have charge 
of our Tour at the United Nations Build- 
ings on Tuesday was in Europe at the time 
and could not be with us. 

We have arranged for a Hospitality 
Room at the Waldorf-Astoria, for your 
convenience and pleasure. Hostesses will 
be on duty there. Please plan to make it 
a place to meet old friends and to make 
new friends. Since our membership is so 
scattered we cannot hold meetings except 
during the Annual Congress. In spite of 
this handicap, we want this to be a friend- 
ly organization which can exert real power 
in this harried world. Let’s use our 
strength to increase good will and to ac- 
complish good. 


Mrs. Walter C. Burket 
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The Executive 
Committee of the 
Argentine Sec- 
tion, wishing to 
extend the oppor- 
tunities and ben- 
efits of College 
membership to 
all qualified Ar- 
gentine surgeons, 
has set forth the 
purposes and ac- 
tivities of the Sec- 
tion in an official 

Dr. Jorge A. Taiana 
F.A.C.S., PLCS. (Hon.) 

sent to every sur- 
geon in Argentina. The substance of the 
letter, signed by Prof. Dr. Jorge Alberto 
Taiana, President of the Argentine Sec- 
tion, follows: 

“The Argentine Section of the Interna- 
tional College of Surgeons is not just an- 
other surgical society among the numerous 
and excellent societies already in existence 
in our country; it serves a different and a 
wider purpose. Its function from the be- 
ginning has been to achieve better rela- 
tions with surgeons in other parts of the 
world as well as to augment surgical prog- 
ress in our own country. 

“We took the greatest pride in holding 
the Seventh International Congress in 
Buenos Aires in 1950. This fine assembly 
permitted our surgeons to share the scien- 
tific experiences of almost five thousand 
surgeons from all over the world, to form 
new concepts and to make new friends. 
The discussions and the scientific commu- 
nications presented have been published in 
four volumes, comprising more than two 
thousand pages. 

“In addition to the usual activities, An- 
nual Fellowships are awarded which have 
proved to be immensely valuable. Through 
an established agreement with the Bra- 
zilian Section, three postgraduate fellow- 
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ships are given annually to our associates 
in Brazil, while at the same time three 
Brazilian Fellows are admitted to our hos- 
pitals. 

“These fellowships afford our associates 
the opportunity to continue their postgrad- 
uate studies in medical centers in Argen- 
tina. They also permit the doctors practic- 
ing in the interior to study at the special 
surgical centers in Buenos Aires for a 
number of months and to observe the tech- 
nic of outstanding surgeons in the capital. 

“Publication of the Journal of the Ar- 
gentine Section of the International Col- 
lege of Surgeons must also be mentioned. 
This journal, issued every three months, 
carries abstracts of all surgical work done 
in the Argentine. 

“Our Fellows, travelling in other coun- 
tries, attend Congresses at which they en- 
joy the hospitality of other Sections of the 
College. Their time is spent to good advan- 
tage and their knowledge increased. 

“The Argentine Section of the Interna- 
tional College of Surgeons has approxi- 
mately 700 members in different parts of 
the country, and it is hoped that this num- 
ber will be increased.” 


Invitation to Combined Congresses 


An invitation was received from the Ar- 
gentine Section of the International College 
of Surgeons to attend the Second Congress 
of the Brazilian Section and the first Pan- 
American Congress of the International 
College of Surgeons, to be held in Curitiba, 
Parana, Brazil, from Oct. 5 to Oct. 9, 1953. 
The Sixth Argentine Congress of Thoracic 
Surgery and the Second Latin American 
Congress of Thoracic Surgery will hold 
their meetings at the same time and will 
contribute to the program at the combined 
Section meetings. 

The Second Latin American and the 
Sixth Argentine Congress of Thoracic 
Surgery were organized by the Argentine 
Society of Thoracic Surgery under the 
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auspices of the Faculty of Medical Sci- 
ences of Buenos Aires and the Brazilian 
Section of the International College of 
Surgeons. Dr. José Maria Pelliza, Presi- 
dent, and Dr. Raul E. Gomez Garcia, Sec- 
retary General, of the Argentine Society 
of Thoracic Surgery add their official invi- 
tation, as members of the organizing com- 
mittee, to that of the Argentine Section. 

The Congresses are being held in Curi- 
tiba as a part of the Centennial celebration 
of the State of Parana. 

At the combined meetings, Dr. Max 
Thorek will speak on the subject “Death 
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During Anesthesia.” Dr. Jorge A. Taiana, 
President of the Argentine Section, w_|l 
discuss “Thoracotomy: Indications aid 
Contraindication,” and Dr. Francisvo 
Augusto Pinto, of Brazil, will discuss 
“Surgery of the Biliary Ducts.” 

The Congresses of Thoracic Surgery 
will present special papers on thoracoto- 
my, surgical treatment of tuberculosis of 
the lungs, management of the cardiovascu- 
lar malformations of childhood, thoracic 
physiology, bronchoesophagology and anes- 
thesiology. Other papers of general inter- 
est will be presented by speakers from all 
Brazilian Regional Divisions and from all 
North and South American Sections of 
the International College of Surgeons. 


Argentine-Brazilian Fellowships Awarded 

Prof. Dr. Jorge A. Taiana, President, 
and Prof. Dr. Abel N. Canonico, Secretary, 
announce that the Argentine Section has 
awarded fellowships to several of its mem- 
bers. The fellowships are a continuation 
of the program of cooperation and ex- 
change between the Argentine and Bra- 
zilian Sections. 

Internal Fellowships for two months du- 
ration and with a stipend of 1,000 pesos 
monthly including room and board were 
granted to Drs. Hector Bensimon, Alfredo 
Ramon Gene, Cesar Augusto de la Vega, 
Carlos O. Silva Iribarren and Carlos Alber- 
to Arean. 


Drs. Bindo Guida Filho, Josedy] Camar- 
go and Antonio Ruy Chaves were awarded 
External Fellowships for one month with 
an option of two months with a stipend 
of 2,000 pesos monthly, including room 
and board. 


The Brazilian Section presented Exter- 
nal Fellowships for one month with an 0) - 
tion of two months with a stipend of 2,00) 
cruzeiros, including room and board, ‘» 
successful candidates Dr. José Casal, D. 
Nicholas N. Perruelo and Osvaldo Ang: | 
Franzoni. 
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Early in the month of June 1953 
tr. Austrian Section of the International 
jlege of Surgeons held a highly success- 
.. and stimulating Congress in the uni- 
-sally beloved city of Vienna, which 
ny eminent surgeons of the United 
ites Section, as well as surgeons from 
ny other nations, were privileged to at- 
te od and in which many of them were 
ac‘ive participants. 

Prof. Dr. Schénbauer, President of the 
Avstrian Section, and Prof. Dr. Hans 
F nsterer, President of the International 
Cullege of Surgeons, were the first to ad- 
dress the Congress. They were followed 
by Herr Maisel, Federal Minister for So- 
cit] Administration; Herr Jonas, Mayor 
oi Vienna, and Prof. Chiari, Dean of the 
Medical Faculty of the University of Vien- 
na. All commented with admiration on 
the growth of significance of the Austrian 
Section, first organized after World War 
II by the tireless efforts of Prof. Dr. Felix 
Mandl, with Prof. Dr. Finsterer as its first 
President. On behalf of the guest nations 
represented, Prof. A. Lezius of Germany, 
Dr. Brailsford of England and Dr. Max 
Thorek of Chicago, U.S. A., took the floor 
to express congratulations and deep ap- 
preciation of the fine contributions of the 
Austrian Section. The opening session 
closed with an address of thanks by Prof. 
Dr. Felix Mandl to all who contributed to 
the Congress or participated therein. 

The scientific program included many 
intensely interesting presentations. Prof. 
Finsterer, whose fame as a master and 
originator of surgical technic is world- 
wide, spoke on permanent results obtain- 
able by plastic operations on the intes- 
tines. A method and apparatus that permit 
the objective visualization of biliary pas- 
Sages during an operation was described: 
by Prof. Baccaglini of Verona. The method 
was developed by Mallat-Guy (Lyon) and 
Mirizzi (Argentina). Prof. Mandl, imagi- 
native and creative as always, described 
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a method of his own devising for preoper- 
ative roentgen visualization of the biliary 
passages by injection of a contrast fluid 
through the skin and the liver. This fa- 
cilitates differentiation of the pathologic 
changes associated with carcinoma, chole- 
lithiasis and tissue damage. Prof. Schén- 
bauer presented a preliminary report on 
diseases of the gallbladder, the object of 
his investigation being to determine 
whether conservative therapy or surgical 
intervention is best adapted to the treat- 
ment of such conditions. 

Among the outstanding guest contribu- 
tions were those of Dr. C. P. Bailey of 
Philadelphia, who has won great distinc- 
tion as a cardiac surgeon; Dr. A. N. 
Gorelik, F.I.C.S., of New York, who de- 
scribed a procedure in which he sutures 
the pericardium to the heart in order to 
provide a better blood supply to the cardi- 


Prof. Dr. Schénbauer at the Austrian Section 
Meeting in Vienna. 
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ac vessels and the heart itself in patients 
with rheumatic heart disease; Dr. Arnold 
S. Jackson, F.A.C.S., F.I.C.S., of Madison, 
Wisconsin, and Dr. Raymond W. McNealy, 
F.A.C.S., F.I.C.S., of Chicago, who offered 
significant contributions to the surgical 
treatment of diseases of the thyroid. Geri- 
atric surgery was the background for val- 
uable presentations by Dr. C. Bornemeier, 
F.A.C.S., F.LC.S., of Chicago and Prof. 
Moritsch of Vienna. Dr. J. F. Brails- 
ford, F.R.C.S., F.LC.S., of Birmingham, 
England, who has devoted his professional 
life to the roentgenologic study of the 
skeleton, spoke well and memorably of his 
recent investigations. Two South Ameri- 
can guest participants, Prof. Dr. Eurico 
Branco Ribeiro, F.I.C.S., of Sao Paulo, 
Brazil, and Prof. Ramirez Duanes of Gu- 
agaquil, Ecuador, contributed significant- 
ly to the program. Prof. Ribeiro presented 
a motion picture on the technic of gastric 
resection, and Prof. Ramirez a film demon- 
strating radical resection of nearly all 
the pelvic organs, a procedure introduced 
by Brunschwig in the United States and 
employed in patients with advanced car- 
cinoma as a measure to prolong survival. 
Dr. Katherine Stevenson of Santa Bar- 
bara, California, discussed plastic recon- 
structive procedures. Sterility in the fe- 
male was discussed by four staff members 
of the two gynecological clinics of Vienna: 
Drs. Froewis, Rauscher, Husslein and 
Tischer. 

The world-famous hospitality of Vien- 
na, even under the difficult conditions that 
exist at present, can never be forgotten by 
any who have enjoyed it. Social activities 
planned for the June Congress included 
a reception given by the American Em- 
bassy in the headquarters of the newly 
revived American Medical Society of 
Vienna. The Mayor of the city entertained 
the assemblage at the City Hall, and a 
trip to the Semmering was arranged after 
conclusion of the scientific sessions. All 
possible aids to enjoyment, as well as in- 
struction, were abundantly provided, and 
guests of the Austrian Congress will long 
remember the kindness, consideration and 
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generosity of their hosts. 

An impressive testimony to the value «/ 
these Congresses was included in a recer| 
letter from Prof. Dr. Alexander Hartwic:: 
of Vienna to Dr. Max Thorek, Secretar’ 
General of the International College o' 
Surgeons and Editor of the Journal ani 
the Bulletin. Excerpts from this letter, 
which in its entirety constituted a com- 
plete account of the Vienna Congress, wil! 
be found in Letters to the Editor, P. 11. 


Postgraduate Courses Offered in Vienna 

The American Medical Society of Vien- 
na, the International College of Surgeons 
and the Vienna Academy of Medicine will 
cooperate in offering special postgraduate 
courses in surgery. The courses are given 
throughout the year and begin, as a rule, 
on the first of each month. 

Courses in cadaver surgery have been 
a feature of the University of Vienna since 
the Fourteenth Century, each instructor 
teaching his own specialty. 

Postgraduate students, upon satisfac- 
tory completion of a course of 100 hours, 
receive an Academy certificate specifying 
previous studies. Upon satisfactory com- 
pletion of 300 hours (three months) of 
study, a University certificate is awarded. 
After completion of one year’s study 
(1,200 course hours) and after an oral 
and practical examination, successful can- 
didates will receive the Diploma in Spe- 
cialized Surgery. 

The foliowing intensive full-time courses 
and seminars in surgery are offered: 


Anesthesiology 
Assts: Kucher, Mayrhofer, Simandl, 
Mohelsky 


Neurosurgery 
Prof. Schoenbauer Dozent Krause 


Cardiovascular Surgery 
Dozent Salzer Dozent Steinhardt 


Gastrointestinal Surgery 

Prof. Finsterer Prof. Oppolzer 

Prof. Mandl Prof. Riese 

Prof. Kunz Prof. Knoflach 
Dozent Fuchsig 
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Genito-Urinary Surgery 
Prof. Deuticke Dozent Henninger 
Prof. Uebelhoe Dozent Bibus 


Geriatric Surgery 
l'rof. Finsterer 
Mandl 


Prof. Kunz 
Prof. Woritsch 
Dozent Fuchsig 


surgery of the Liver and Biliary Passages 
i'-of. Mandl Prof. Kunz 
| -of. Starlinger Dozent Fuchsig 


Surgery 
cof. Ullik Dozent Zitka 


(:thopedic Surgery and Rehabilitation 
l'vof. Boehler Asst. Irosam 
} rof. Erlacher Asst. Schoenbauer 
Prof. Lorenz Asst. Markus 


Obstetrics and Gynecology 

Prof. Antoine Prof. Kraul 

Prof. Zacher] Prof. Heidler 

Prof. Knaus Dozent Froewis 

Prof. Jachimouits Dozent Gruenberger 

Prof. Hoegler Dozent Huuslein 
Dozent Hofstaetter 


Ophthalmic Surgery | 

Prof. Pillat Dozent Guist 

Prof. Safar Dozent Hruby 
Dozent Fanta 


Otorhinolaryngology 

Prof. Schlander 

Prof. Fremel Dozent Popper 

Dozent Cemach Dozent Fruewald 
Dozent Koschier 


Dobent Novotny 


AUSTRIAN SECTION 


Plastic Surgery 


Prof. Ullik 
Dozent Winkler 


Surgical Anatomy 
Prof. Hayek 


Dr. Antoine 
Dozent Fruewald 


Asst. Giesel 
Dozent Krause 


Surgical Radiology 
Prof. Zdansky 
Prof. Weiss 

Prof. Pape 


Prof. Decastello 
Dozent Mayer 
Dozent Psenner 
Dozent Thurnher 


Thoracic and Pulmonary Surgery 


Prof. Starlinger Dozent Salzer 
Dozent Steinhardt 


Thyroid Surgery 
Prof. Huber Prof. Oppolzer 
Prof. Schoenbauer 


Traumatic Surgery 
Prof. Boehler 
Prof. Erlacher 
Prof. Lorenz 


Urology 
Prof. Deuticke 
Prof. Uebelhoer 


Asst. Trojan 
Asst. Miarkus 
Asst. Schoenbauer 


Dozent Henninger 
Dozent Bibus 


Surgery of Sympathetic Nervous System 


Prof. Mandl Dozent Fuchsig 

For details of the courses, please write 
to Postgraduate Course Secretary, Inter- 
national College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Illinois. 
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Brazilian Section 


The Brazilian Section of the Interna- 
tional College of Surgeons celebrated its 
fourth anniversary on May 30 of this year, 
in the ancient and beautiful city of Sao 
Paulo. Surgeons and their families from 
various sections of Brazil, as well as from 
many adjoining nations, were present in 
large numbers. This was due no less to the 
fact. that the College has long been ac- 
quainted with the graciousness and charm 
of Brazil than to the universal desire to 
express to the Brazilian Section their ad- 
miration and appreciation of its truly mag- 
nificent achievements in the short span of 


four years. Membership in the Sectior 
shows rapid and continuous growth, thank: 
to the dedicated efforts of its officers anc 
members, and the energy and effectiveness 
of its activities are, to say the least, im- 
pressive. The College has no more devoted 
Section, and none to which it points with 
greater pride. 

The morning hours from 8 o’clock until 
noon were devoted to the election of offi- 
cers, held at the Secretariat. Details of 
the election are presented on Page 29. 

At 1 p.m., prior to the ceremonial por- 
tion of the meeting, a Brotherhood Dinner 


At the solemn opening of the Brazilian Section of the International College of Surgeons are Dr. Em- 
manuel Marquez Porto, President of the Regional Division of Rio de Janeiro, Dr. Menotti Del Picchia, 
representing the Rector of the University of Sao Paulo; Patron Dr. José Avelino Chaves, President 
of the Brazilian Section; Dr. Waldyr da Silva Prado, Secretary of the Section representing the Quartel 
General of the Fourth Air Zone, Parque Aeronautics, Sao Paulo; Dr. Mario Ramos de Oliveira, 
representing the Medical and Surgical Society of Sao Paulo; Prof. Lucas Machado, Member of the 
Board of Trustees of Belo Horizonte; Prof. Carlos Gama, Vice-President of the International College 
of Surgeons, and Dr. Pedro Cerqueira, Member of the Board of Trustees of Ribeirao Preto. 


— 
- 


Interested attendants at the meeting commemorating the Fourth Anniversary of the founding of the 
Brazilian Section of the International College of Surgeons. 


Members of the Board of Trustees of the Brazilian Section at the reunion dinner in Sao Paulo: Dr. 

Emanuel Marques Porto, Prof. Dr. Carlos Gama, Dr. José Avelino Chaves, Prof. Lucas Monteiro 

Machado, Dr. José Maria Cabello Campos, Dr. Oscar Cintra Gordinho, Prof. Rodolfo De Freitas, Dr. 
Antonio Candido Vicente De Azevedo, and Dr. Pedro Cerqueira Falcao. 
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International College of Surgeons, 


Dr, José Aures Netto, Honorary Fellow of the College, casts a vote in the election of the Directorate 
of the Brazilian Section of the International College of Surgeons. 


was given at the Automobile Club of Sao 
Paulo. All members of the Board of Trus- 
tees and all Directors of the Brazilian Sec- 
tion, with their wives, participated. The 
dinner was a delightful and heart-warming 
affair and set a highly satisfying tone for 
the activities to follow. Chief editors of 
the press of Sao Paulo also attended. Dr. 
Oscar Cintra Gordinho, President of the 
Brazilian Section, delivered the salutatory 


address. He was followed by Prof. Dr. 
Rodolpho de Freitas, who expressed the 
thanks of the Section to the city authori- 
ties and to the Press. 

At 2:30 p.m. the members and guests 
assembled in the auditorium of the Society 
of Surgery of Sao Paulo for a Solemn Ses- 
sion of commemoration and rededication. 
More than three hundred persons were 
present, including civil and military au- 


é 
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NS 
The oath is administered in a solemn ceremony to the new members of the Brazilian Section of the 
y 
ok 
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Dr. José Avelino Chaves discusses the International College of Surgeons at the opening of the recent 
meeting of the Brazilian Section of the College. 


thorities, past, present and elected Direc- 
tors of the Brazilian Section, and their 
respective families. The National Hymn 
was played stirringly by the band of the 
Aeronautic Society of Sao Paulo, after 
which Dr. José Avelino Chaves presented 
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the address of welcome. Dr. Waldyr da 
Silva Prado, Secretary, then discussed the 
Section’s recent and future activities, after 
which the solemn oath of allegiance to the 
principles of the International College of 
Surgeons was administered to new mem- 
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Dr. Emanuel Marques Porto, Member of the Board of Trustees of the International College of Sur- 
geons and President of the Regional Division of Rio de Janeiro, salutes guests at the reception at the 
home of Dr. and Madame Cintra Gordinho. 


bers from seven regions: Belo Horizonte, 
Rio de Janeiro, Ribeirao Preto, Alta Arara- 
quarense, Santos, Central Brazil and Sao 
Paulo. The newly inducted members were 
then awarded their diplomas, with a few 
words of salutation from Dr. Waldyr da 
Silva Prado in the name of the Brazilian 
Section. The Section’s patron, Dr. Menotti 
Del Picchia, presented an appropriate and 


memorable address, and the solemnities 
were concluded formally with the Reces- 
sional Hymn. 

After these ceremonies Dr. Oscar Cintra 
Gordinho, newly elected President of the 
Section, with Madame Gordinho, held a 
reception for all the Directors, all mem- 
bers of the Board of Trustees, all new 
members of regional groups and the civ! 


Prof. Dr. Francisco Elias Godoy Moreira, Vice- 
President, and Dr. Aloysio Geraldo Ferreira De 
Camargo, Secretary. 
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Dr. Paulo Braga De Magalhaes, Assistant Secr - 
tary, and Dr. Fausto Seabra, Treasurer. 
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and military dignitaries in attendance at long be remembered by the guests. 
th solemn session just completed. The re- The officers elected at the morning ses- 
cetion, a most charming occasion, will sion of the meeting are as follows: 


Directorate of the Brazilian Section 
of the International College of Surgeons 
Dr. Oscar Cintra Gordinho 


Dr. Eurico Branco Ribeiro 
Prof. Dr. Francisco Elias Godoy Moreira 
Dr. Aloysio Geraldo Ferreira de Camargo 
Assistant Secretar Dr. Paulo Braga de Magalhaes 


Regional Directorates 
Salvador 


Ss Dr. José Octaviano Neves 


Dr. Edmundo Pinto 
Dr. Bayard Gontijo 
Blectoral Prof. Dr. Herminio Ferreira Pinto 


Rio de Janeiro 


Electoral Delegates Bie 
Dr. Joao Oscar Espindola Dr. Marcos Merhy 
Dr. Godofredo da Costa Freitas Dr. Geraldo Cabral 


Ribeirao Preto 
Dr. Arnaldo Bacellar 
Secretary-Treqsurer’..................-.cc-cccseeeccesecececeoceeeeeee Dr. Fabio Santos Musa 
ee Dr. Cezario Lima Horta 


Dr. Octavio Genta 
Fe Dr. Ricardo E. Skwronek 


BOOretary-TVOGsurer’.........................-000.eceeeeeseee- Dr. Eduardo Vellozo Vianna 


Assistant Adalberto Leite Ferraz 
‘ Belo Horizonte x, 
President Bernardo Moreira Garcez 
y 
Londrina } 
Central Brazil 
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Recife 
Prof. Dr. Eduardo Wanderley 


Dr. Jorge Michalany 
Secretary-Treasurer..................-.....-.---..---00-.0-- Dr. Jayme Melchert de Castro 
ee Dr. Arthur Domingues Pinto 
Campinas 
Dr. Gabriel Oliveira da Silva Porto 
Dr. Armando Rocha Brito 
Dr. Paulo Mangabeira Albernaz 
Electoral Delegate..................2...2..----- Dr. Manoel Alexandre Marcondes Filho 
Curitiba 
Dr. Joao Vieira de Alencar 
Dr. Eduardo Virmond de Lima 
Secretary-Treasurer.........................----cs.--cecooe-ee- Dr. Oswaldo Fario da Costa 
Alta Araquarense 
Dr. Oscar Barros Serra Doria 
Secretar Dr. Radovir dos Santos 
Dr. Ernani Pires Domingues 
Juiz de Fora 
Dr. José Dirceu de Andrade 
Dr. Carlos de Castro Teixeira 
Secretary-Treasurer............0..2...2..00--0-- Dr. Geraldo Magela de Abreu Guedes 
Fortaleza 
Dr. Luiz Gonazaga da Silveira 
Dr. José Gomes da Frota 
Secretary-Theasurer’.................2....c.cccss0ssss0e-ceeeoee Dr. José Galba de Araujo 


Electoral Prof, Dr. J. C. Milano 


Dr. Carlos Pandolfo Teixeira 

Secretary-Treasurer.......................00000-+- Dr. Paulo Diniz de Oliveira Santos 
Niteroi 

President....................-.- ...._Dr. Mario Duarte Monteiro 

Vice-President Dr. Humberto Milton Dantas 


Electoral Delegate .......-Dr. Humberto M. Dantas 
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Santos 

Porto Alegre 
Vitoria 
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Dr. Sydnei Luiz Azevedo 

Dr. Acacio Souza Branco 
Maceio 


Dr. Ib Gato Marinho Falcao 


Dr. Romualdo Seixas 


Dr. Arnaldo Prado Curvello 


Che election was held by secret ballot. State of Parana. The term of office is two 
T e names of those elected will be sub- years. 

m (ted to the International Board of Trus- The twenty-one active regional divisions 
es for approval. The new officers will of the Brazilian Section are alone a strik- 
fo-mally assume their duties on Oct. 9, ing testimony to its rapid growth. On 
1°53, at the time of the Second Congress __ this and on all other achievements, past, 
oi the Brazilian Section and the First Pan- _ present and to come, the Brazilian Section 
American Congress of the International merits and receives the sincere and hearty 
College of Surgeons, to be held in Curitiba, congratulations of the College. 


Colombian Section 


Members of the chiueaaiina section of the Sinead College of Surgeons who attended a banquet in 
Bogota. Standing, left to right, are Drs. Alberto Delgadillo Vargas, Alfonso Pabén Paboén, Luis F. 
Rojas Turriago, Carlos Gémez Barragan, Antonio Ordonez Plaja, José Miguel Huertas, Alberto Ve- 
jarano Laverde, Alfonso Bonilla Naar, Enrique Darnalt Restrepo, Alfredo Pinto Ramirez, Jaime Varela 
Rodriguez y Jorge Castro Duque. Seated, left to right, are Drs. Cesar Augusto Pantoja, Jorge Helo, 
Pedro Eliseo Cruz, Marco T. Aguilera Camacho. 
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Monthly meetings are now being held 
by the Colombian section. The first was 
in June and dealt with “Postoperative 
Complications of Cholecystectomy.” 

According to Dr. Antonio Ordonez Plaja, 


SEPTEMBER, 3 


success and all the members of the Colu::.- 
bian Section attended, including sone 
members living outside of Bogota w!.o 
welcomed the opportunity to join us fur 
such an occasion. We anticipate much 


Secretary, “The meeting was a complete progress for our Section.” 


NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 

The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 

Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of Sao Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commen- 
erative activities of Sao Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 
address below. 


—Prof. Dr. Carlos Gama, Secretariat, Praca Ramos de Azevedo, 7° 
Andar, Sala 710, Sao Paulo, Brazil. 


Organizing Commission 


Emanuel Marques Porto 
Lucas M. Machado 

José Médicis 

Fernando Luz Filho 
Benjamin Rocha Sales 
Elpidio V. Cannabrava 


Pedro Faleao 
Membros Brasieiros 
do “Board of Trustees” 
J. M. Cabello Campos 
Tesoureiro do 
Capitulo Brasileiro 


Carlos Gama 

José Avelino Chaves 
Oscar Cintra Gordinho 
Eurico Branco Ribeiro 
Rodolpho de Freitas 

A. C. Vincente Azevedo 


Dutch and French Sections 


\n impressive ceremony marked the 
ning of the recent joint meeting of 
. French and Dutch Sections of the 
ernational College of Surgeons on April 
_) and 10 of this year. The meeting was 
. din the Royal Tropical Institute of Am- 


s' rdam and was attended by many sur- 


ns and their families, not only from 
-inee and the Netherlands but from the 

lian, British and United States Sections 
well. 

Or. George Chapchal, President of the 
teh Section, welcomed the members and 
ests in a warmly cordial address. Sev- 
| other dignitaries followed him as 


speakers: M. Hummel, Consul General of 
France; Prof. Polonovski, President of 
the French-Netherlands Society; Dr. 
Bloch, delegate from the United States; 
Dr. Brailsford, delegate from Great Brit- 
ain, and Prof. Dr. Boerema, official repre- 
sentative of the University of Amsterdam. 
All spoke with enthusiasm of the progress 
made by the French and Dutch Sections 
since their organization. Prof. Dr. Ray- 
mond Darget, President of the French 
Section of the College, concluded the ses- 
sion with a brilliant address. 

The surgeons and their families were 
then shown about the Royal Tropical In- 


Speakers at opening and closing sessions of the Amsterdam Congress of the Dutch and French Sec- 

tions of the International College of Surgeons. 1, Prof. Chapchal, President of the Netherlands Sec- 

tion; 2, Prof. Polonovski, President of the France-Netherlands Association; 3, Dr. Block, of the United 

States; 4, Dr. Brailsford of Birmingham, England; 5, Prof. I. Boeresma; 6 Profs. Creyssel, Iselin, 
Velter, DuVirgny and Glazenburg; 7, Prof. Darget. 
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College of Surgeons. 1, Prof. Herman Renier Bax of Arnheim; 2, Dr. Marc Iselin of Paris; 3, Prof. 
von Breemer, Director; 4, Prof. Raymond Darget of Paris. 


stitute, one of the most interesting fea- 
tures of that interesting city, Amsterdam. 
Surgical scientific meetings were held 
after luncheon, and in the evening a series 
of excellent surgical films was displayed. 

The sessions on April 9 began at 8 a.m., 
with an opportunity to observe the Am- 
sterdam surgeons at work in their respec- 
tive hospitals. The attendance was too 
large to permit accommodation of all the 
surgeons in Amsterdam; some of them, 
therefore, were taken to Utrecht by bus. 
There they were invited to observe oper- 
ative procedures at the Surgical Hospi- 


tal of the University of Utrecht. Prof. Dr. 
Nuboer, Director of the Hospital, receive: 
them most graciously and left nothing un- 
done to make their visit both pleasant 
and profitable. 

The afternoon session was filled wit! 
satisfying scientific discussions, with an. 
other surgical film exhibit scheduled fo” 
the evening. A film of particular interes’ 
was shown by Prof. Dr. Max Lange, del« 
gate from Germany. 

On the morning of April 10, operativ. 
demonstrations were held in Amsterdan . 
Hilvers and Utrecht. In the afternoo: 


| 

: Banquet speakers at the Amsterdam Congress of the French and Dutch Sections of the International 
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y: luable presentations in the fields of Oph- 
thalmology and orthopedics were pre- 
s nted. Short business meetings were held 
b the officers of the French Section and 
b: the official delegates from other na- 
t ms, while the guests not so occupied 
y-re entertained by a special program of 
donesian music. 

The final meeting began at 6:15 p.m. 
\ th a short address by Dr. Chapchal. Dr. 
I irget, as President of the French Sec- 
ton, then announced special honors award- 
« by the French Government to two dis- 
t guished members of the Netherlands 
Section: Dr. van Capellen, Honarary Fel- 
lw of the International College of Sur- 
g-ons, who received the decoration of an 
““fficier de la Santé Publique,” and Dr. 
(hapchal, who was made an “Officier de 
Academie.” Dr. Chapchal expressed sin- 
cere appreciation of both decorations, and 
heartily thanked all the members who had 
contributed to the great success of the 
meeting. 


LA PRESSE MEDICALE 


La Grand Journal Francais de Chirurgie et de Medicine parait chaque 


semaine, et donne toutes les informations scientifiques et professionelles 


ABONNEMENT 


DUTCH AND FRENCH SECTIONS 


A closing reception and banquet pro- 
vided a fitting climax to the three days 
of study and companionship. Memorable 
addresses were given by Dr. Chapchal, Dr. 
Brailsford, Dr. Bloch, Prof. Dr. Lange, 
and Dr. van Capellen, as well as by Dr. 
Henricius J. M. Weve, of the University of 
Utrecht; Dr. Gregoire, representative 
from Belgium; Dr. van Bremen of Am- 
sterdam; Prof. Dr. Jean Creyssel of 
France; Dr. Jacobus Glazenburg, of the 
Netherlands, and Dr. Marc Iselin of Paris. 
Other guests of honor were Dr. Frederick 
van Gulik, Secretary and Treasurer of 
the Dutch Section, and Profs. Drs. Marcel 
Thalheimer, Edmond Velter and A. P. 
Lachapéle, prominent French Fellows of 
the International. College of Surgeons. 
Dr. Darget closed the banquet by pro- 
posing a toast, which, needless to say, was 
responded to with enthusiasm. So much 
understanding and good fellowship 
abounded that the convivialities were con- 
tinued into the early hours of the morning. 


$11.00 par an. 


Priére d’envoyer directement le montant de l’abonnement a: 


120 Boulevard St. Germain 


LA PRESSE MEDICALE, Masson et Cie, éditeurs 


Paris VI, France 
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Italian Section 


The highly successful 1953 Annual Con- 
gress of the Italian Section of the In- 
ternational College of Surgeons was held 
in Rome on June 11, 12 and 13. The im- 
mense attendance, made up of surgeons 
and their wives from many nations, in- 
cluding the United States, gave evidence 
of the high standing and the progress of 
the Italian Section of the College. 

The Executive Organizing Committee 
responsible for the Congress was made up 
of eminent surgeons of the Italian Sec- 
tion: Prof. R. Bastianelli, F.I.C.S. (Hon.), 
Honorary President; Prof. R. Paolucci di 
V., F.1.C.S. (Hon.), President; Profs. G. 
Ceccarelli, F.1.C.S., of Padua, and Prof. 
A. M. Dogliotti, F.I.C.S., of Turin, Vice- 
Presidents; Prof. G. Bendandi, F.I.C.S., 
Secretary; Drs. A. Parentela and G. Ricci, 
Vice-Sergeants, and Dr. C. Dinia, Treas- 


urer. Except for Profs. Ceccarelli an 
Dogliotti, all are resident in Rome. 

The Scientific Committee consisted of 
thirty-one members, all surgeons of high 
standing, and the excellence of the sci- 
entific program indicates their competence 
in judging the contributions available. 

Inauguration of the Congress took place 
in the Campidoglio in Rome, by permission 
of the mayor of Rome. The scientific ses- 
sions were held at the Policlinico Umberto 
I. Prof. A. Segni, Minister of Public Edu- 
cation, welcomed participants and guests 
in the name of the Italian Government. 

Greetings were also extended by the 
Mayor, in the name of the city of Rome; 
by Prof. Ceccarelli, President of the Itali- 
an Section; by Dr. Arnold 8S. Jackson of 
Madison, Wisconsin, speaking for the for- 
eign delegates, and by Dr. Max Thorek, 


The Campidoglio in Rome, where the Inauguration of the Congress of the Italian Section of the Inter- 
national College of Surgeons took place. 
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ITALIAN SECTION 


Portion of assemblage at the opening session of the Fourth Congress of the Italian Section of the In- 
ternational College of Surgeons. 


Founder and Permanent Secretary General 
of the International College of Surgeons. 
The President of the Executive Committee, 
Prof. Paolucci di V., formally announced 
the opening of the Congress. 

A program rich in scientific value and 
effectiveness, up-to-the-minute in content 
and admirably presented, followed the in- 
auguration ceremonies and filled the three 
days with enthusiasm and _ stimulation. 
Among participating surgeons from na- 
tions other than Italy were Dr. G. Wolf- 
sohn, F.I.C.S., President of the Israel Sec- 
tion of the International College; Dr. J. 
F. Brailsford, F.I.C.S., of Birmingham, 
England; Dr. P. Clarkson, F.I.C.S., of 
London; Prof. R. Darget, F.I.C.S., of 
Paris; Dr. E. Thiermann, F.I.C.S., of 
Erlangen, Germany; Dr. Eurico Bran- 
co Ribeiro, F.I.C.S., of Sao Paulo, Brazil, 
and Dr. C. Reimers, F.I.C.S., of Wupper- 
thal, Germany. Participants from the 
United States were Dr. V. Mazzola, 
F.A.C.S., F.I.C.S., of Brooklyn; Dr. C. 
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Bornemeier, F.A.C.S., F.LC.S8., of Cni- 
cago; Dr. A. J. Lesser, F.I.C.S., of Los 
Angeles; Dr. H. Sered, F.1.C.S., Dr. F. 
H. Falls, F.A.C.S., and Dr. B. P. Zummo, 
F.A.C.S., all of Chicago; Dr. A. N. Gorelik, 
F.I.C.S., of New York; Dr. F. Pearl, 
F.A.C.S., F.1.C.S., of San Francisco; Dr. 
C. P. Bailey, F.A.C.S., F.1.C.S., of Phila- 
delphia; Dr R. W. McNealy, F.A.C.S., 
F.I.C.8S., of Chicago; Dr. Arnold S. Jack- 
son, F.A.C.S., F.1.C.S., of Madison, Wis- 
consin; Dr. Henry H. Kessler, F.A.C.S., 
F.I.C.S., head of the Kessler Institute for 
Rehabilitation in New Jersey; Dr. Kather- 
ine Stevenson, F.A.C.S., F.LC.S., of Santa 
Barbara, California; Dr. H. E. Turner, 
F.A.C.S., F.LC.S., of Chicago; Dr. E. J. 
Halligan, F.A.C.S., F.1.C.S., of Jersey City; 
Dr. Clement L. Martin, F.A.C.S., F.I.C.S., 
of Chicago; Dr. Leonard Averett, F.A.C.S., 
F.I.C.S., of Beverly Hills, California; Dr. E. 
F. Berman, F.A.C.S., F.LC.S., of Balti- 
more; Dr. Max Thorek, F.B.C.S., F.I.C.S., 
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F.P.C.S. (Hon.), F.R.S.M., of Chicago, 
Founder and Secretary General of the 
College; Dr. M. Simon, F.A.C.S., F.LC.S., 
of Poughkeepsie, New York, and Dr. G. 
W. Theobald, of Birmingham, Alabama. 
Including the contributions of all these 
program participants from outside Italy, 
the total number of scientific papers of- 
fered at this remarkable Congress was 
ninety-four. 

In addition, symposiums and _ special 
sessions were held, including the showing 
of scientific films and surgical demonstra- 
tions at the Polyclinico and various Ro- 
man hospitals. All were impressive, well 
handled and highly rewarding. 

On the social side, the Congress was 
memorable for the international cordiality 
and good will that were displayed through- 
out. The most thoughtful preparations had 
been made to insure that all in attendance 


SEPTEMBER, 1) 3 


should have every facility for comfor , 
convenience and entertainment. A speci: | 
Reception Committee for the ladies ii - 
cluded Signora Lucille Bastianelli; Sig: - 
ora Elena Marino Zucco; Signora Nicole’ - 
ta Marcozzi Paolucci (Contessa di Va'- 
maggiore); Signora Amata Canaperi:; 
Signora Ivonne Margottino; Signora Rita 
Valdoni, and Signorina Sofia Zanchini 
(Contessa di Castiglioncho). Two charm- 
ing social events marked the first day of 
the Congress; a vermouth party given by 
the President of Ente Provinciale del Tu- 
rismo at the Casina della Rose, Villa 
Borghese, and cocktails at the Grand 
Hotel in honor of the foreign delegates, 
on which occasion the General Director of 
Cultural Relations of the Italian Foreign 
Office was host to the assembly. On Fri- 
day, the second day, a banquet was given 
at the Belvedere della Rose, with four 


Opening session at the Fourth Congress of the Italian Section of the International College of Sur 
geons in Rome. Left to right, Dr. Max Thorek; Prof. Ceccarelli; the Minister of Education; the Mayo 
of the City of Rome; Prof. Paolucci; Prof, Bastianelli, and Dr, Arnold S. Jackson (speaker) 
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orchestras, an excellent floor show, and 
dancing. Sightseeing tours had also been 
arranged and were greatly enjoyed. It is 
safe to say that no guest of the Congress 
in Rome left the Eternal City without a 
wealth of delightful memories. 


Roman Surgical Journal Honors Congress 


The editors and publisher of Gazetta 
Internazionale di Medicine e Chirurgia 
(International Gazette of Medicine and 
Surgery), published in Rome, devoted one 
entire issue to a thoroughgoing and ex- 
cellent coverage of the Congress, with 
summaries of the presentations in both 
Italian and English. This is a gracious 
gesture much appreciated not only by the 
Italian Section but by the International 
College of Surgeons as a whole. 


Special audience with Pope Pius XII, arranged for surgeons and their wives attending the Fourth 
Congress of the Italian Section of the International College. 


ITALIAN SECTION 


Prof. Dogliotti Reports to Surgical Society 

Prof. A. Mario Dogliotti, F.A.C.S. 
(Hon.), F.I.C.S. (Hon.), President of the 
Piedmontese Surgical Society, recently de- 
livered to that organization the customary 
annual presidential report of progress for 
the year just past. This Society cooperates 
closely with the Italian Section of the In- 
ternational College of Surgeons, of which 
Prof. Dogliotti is so distinguished an ex- 
ponent, and good tidings of the Society 
are always warmly received by the collabo- 
rating Section. 

Good tidings formed the major portion 
of the 1952 report. Prof. Dogliotti an- 
nounced that all expenses for the year, in- 
cluding the total cost of publishing twelve 
issues of the Society’s bulletin, had been 
duly met, the budget closing with a large 
surplus. He expressed his own and the 
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Society’s thanks 
to Dr. Luigi So- 
lerio, Treasurer, 
for the financial 
report, and to 
Prof. Biancalana, 
former President, 
and the Pharma- 
cological Society 
for their valued 
assistance. He 
then announced 
the appointment 
of Prof. L. de 
Bernardi and 
Prof. P. C. Bor- 
sotti as Auditors, and sent greetings to 
the new Directors at Turin, Profs. Bor- 
sotti, Giordanago, Ferrero and Negro: 

“Our total membership,” said Prof. 
Dogliotti, “is 287, including 2 honorary 
members and 4 foreign members. Two of 
these, Prof. Luisada and Prof. H. Resano, 
were nominated last year. The charter 
membership was reduced to 13 by the 
death of Prof. A. Jachia. There are 214 
in active membership, including 13 who 
joined the group in 1952.” 

The year’s activities, said Prof. Dogli- 
otti, were both numerous and memorable. 
“We had 11 public meetings in 1952... 
Among the distinguished speakers were 
Prof. G. Forni, Prof. G. Ceccarelli, Prof. 
G. Sanvenero-Roselli, Prof. V. Pettinari, 
Prof. L. J. Hansen of Copenhagen, Prof. 
A. Luisada, and Prof. R. De Vernejoul 
of Marseilles. Topics chosen for dis- 
cussion included cerebrovascular surgery, 
scar stenosis of the biliary passages 
and mitral stenosis. We exhibited many 
scientific motion pictures, showing the 
cardiac surgical technic of Paolucci, Val- 
doni and Dogliotti; the artificial heart- 
lung of Constantini; the thoracoplastic 
technic of Jens Hansen; the cross-circula- 
tion procedure of Ruffo and Lange; Ma- 
lan’s venous graft for venous obliteration ; 
Ceccarelli’s therapeutic pericarditis, and a 
film entitled ‘The A-Bomb and the Physi- 
cians of Sanvenero.’ 

Prof. Dogliotti then spoke enthusiasti- 


Dr. A. Mario Dogliotti, 
F.A.C.S. (Hon.), F.I.C.S. 
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cally of the Society’s library, which, |e 
said, is rich in books and periodicals 1. 
ceived as gifts or in exchange for the «'- 
ganization’s bulletin. It has been reo;- 
ganized, and its full privileges are availa}, ‘e 
to all members. A complete list of the 
periodicals obtainable ait the library will |e 
published in the near future. 

The incalculable value of a good profes- 
sional library to the scientific scholar and 
practitioner is well appreciated by the 
members of the Society and of the Italian 
Section of the College. 

In the course of his address, Prof. Dogli- 
otti paid moving and eloquent tribute to 
members and colleagues deceased in 1952, 
recalling some outstanding excellence of 


| each. Of Prof. Aldo Constantini, his own 
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p:pil and collaborator for many years, 
P of. Dogliotti said: 

‘From the beginning of our acquaint- 
a ce Prof. Constantini showed himself 
\ ‘ling to make every sacrifice required of 
a nan who chooses a scientific career. He 
\\.s tirelessly persevering. His methodical 
h. bits of work and his brilliant mind gave 
ely promise of a successful career... 
I! w men have spent so much time with a 
»: \(ient both before and after an operation, 
a. d few have so mastered surgical technic 
i: all its intricacies, as did Aldo Constanti- 
n.... His contributions to the pathology 
o: the bowel and peritoneum, his strik- 
i) sly original innovations in surgical tech- 
n., some of which I have proposed should 
bear his name, and his work on extra- 
corporeal circulation are especially impor- 
tant. His was the rigorous objectivity that 
marks the true scientist.” 

Of Prof. Giulio Segre, who died last 
December, Prof. Dogliotti observed, “He 
was a man beloved by all who knew him. 


vian Section of the International College 
of Surgeons were honored by being elected 


Secretary 
ee Dr. Francisco Sanchez Moreno 


Dr. Alonso Landauro, F.I.C.S. 
eae Dr. Alfredo D. Curotto, F.I.C.S. 
pidsonlgabbste Dr. Victor M. Bazul, F.I.C.S. 
Dr. Alejandro Higginson, F.I.C.S. 


Recording 
Scientific Recording Secretary......... 


Peruvian 


A large group of members of the Peru- 


eaten Dr. Aurelio Diaz Ufano, F.I.C.S. 


Director of Publications....................... 


ITALIAN SECTION 


He was always disposed to help anyone 
. .. he was particularly sympathetic to 
the problems of youth.” 

Further breaks in the ranks, said Prof. 
Dogliotti, were occasioned by the passing 
of Prof. Jachia, a former Councillor of the 
Society, and Prof. Virando. Of its honorary 
members, the Society mourned the passing 
of Theodore Hryntschak, Professor of 
Surgery at the University of Vienna, and 
Henry Constantini, Professor of Surgery 
at the University of Algiers. Among cor- 
respondent national members, death re- 
moved Prof. G. Pieri and Prof. C. Cambe- 
rini. Prof. Dogliotti, in behalf of the So- 
ciety, expressed the highest admiration 
and appreciation of these men and the pro- 
foundest condolence to the bereaved. 

Concluding his report, Prof. Dogliotti 
congratulated the Society on its outstand- 
ing work in 1952 and pledged himself to 
do his utmost, with the able assistance of 
Dr. Psacharopulo, General Secretary, to 
assure even greater progress in 1953. 


Section 


as officers of the Peruvian Academy of 
Surgeons for this year. The officers chosen 
are as follows: 


Dr. Gerardo Lozada, F.I.C.S. 


Dr. Esteban D. Rocca, F.I.C.S. 
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Spanish Section 


A meeting of the Spanish Section of the 
International College of Surgeons was held 
in Madrid on May 19 and 20, 1953. 

An initial ceremony opened the meeting 
in the Great Hall of the National Institute 
of Medicine. All of the Spanish surgeons 
were present who participated in the mag- 
nificent Madrid Congress of the Inter- 
national College of Surgeons in 1952. They 
recalled the memorable experiences and 
international comradeship found in last 
year’s Congress and enthusiastically 
looked forward to sharing another meet- 
ing with their colleagues. 

Prof. Dr. Martin Lagos, President of the 
Section, opened the meeting with a brief 
address of warm welcome to the surgeons. 
He then analyzed the Constitution and By- 


Prof. F. Martin Lagos (right), President of the Spanish Section, exchanges a word with Prof. A, d 
la Fuente Chaos, Secretary General of the Section. To the left of Prof. Dr. Lagos, Mrs. Morri 
Fishbein of Chicago. 


Laws of the Spanish Section with the r 
various amendments and presented thea 
to the Assembly for acceptance. The me1i- 
bers unanimously adopted them. 
The following officers were elected by 
acclamation: 
President: 
Prof. F. Martin Lagos 
1st Vice-President: 
Prof. J. Garcia Orcoyen 
2nd Vice-President: 
Dr. J. Soler-Roig 
Secretary General: 
Prof. A. de la Fuente Chaos 
Vice-Secretary : 
Dr. M. Merchan Gonzales 
Treasurer: 
Prof. A. de la Pena Pineda 
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xecutive Council: 


Dr. T. Rodriguez de Mata 
Dr. V. M. Nogeuras 
Dr. L. Garcia Tornel 
Dr. A. Garcia Baron 
Dr. C. Pera 

Dr. J. Garcia Moran 
Dr. R. Sanchez Parra 


‘he presentation of diplomas followed 
i) 2 ceremony of great dignity and beauty. 
H norary Fellowships, approved by the 
In'ernational Board of Trustees and trans- 
m.{ted through the officers of the Spanish 
S ction, were conferred upon Profs. M. 
V.rela Radio, Buenaventura Carreras, 
L: on Cardenal, Leonardo de la Pena. 


Che afternoon was filled with stimulat- 
ing scientific papers on the theme “Prob- 
lems in the Surgical Treatment of Cancer 
o: the Stomach.” Dr. Martin Lagos 
opened the discussion and it was carried 
on by Drs. Garcia Baron, Salamanca, Del- 
gado, and Prof. de la Fuente. The pri- 
mary conclusion of the session was that 
the most important thing in treating can- 
cer of the stomach was early diagnosis and 
prompt surgical intervention with total 
gastrectomy. The members decided to 
make a study of totally gastrectomized pa- 
tients to see what results had been ob- 
tained after a certain period had elapsed. 
This study, with statistics, will be pre- 
sented at a later meeting. 


On the morning of May 20 the surgeons 
took advantage of the opportunity to visit 
the various hospitals of Madrid. In the 
afternoon another scientific session was 
held at the Faculty of Medicine. The sub- 
ject studied was “Surgery of Hydatid 


SPANISH SECTION 


Prof. de la Fuente discussing cancer of the stom- 
ach at the Madrid Meeting of the Spanish Section 
of the International College of Surgeons. 
Cysts of the Lung.” The opening theme 
was presented by Prof. de la Fuente and 
was discussed by Prof. Martin Lagos and 
Drs. Moral, Gil Turner and Merchan. The 
conclusion reached was that extirpation 
of the cyst is the procedure of choice, other 
procedures being reserved for special 

cases. 

The two-day meeting closed with a ban- 
quet at the Hotel Palace, serving as a 
brilliant and satisfying finale to the scien- 
tific sessions. The surgeons left the Ma- 
drid meeting with a sense of having at- 
tended successful and satisfying scientific 
meetings and of having shared warm fel- 
lowship with their colleagues. 


Dr. Berman is Speaker 
Dr. Edgar F. Berman, F.A.C.S., F.I.C.S., 
of Baltimore, Maryland, addressed the Fel- 
lows of the Spanish Section of the Inter- 
national College of Surgeons on the subject 
“The Plastic Esophagus.” 
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Venezuelan Section 


The Venezuelan Section met recently to 
reactivate their organization and are look- 
ing forward enthusiastically to meeting 
again in many activities of the year. 

New officers were elected at the meet- 
ing. Prof. Dr. Alfredo Borjas, F.A.C.S., 
F.1L.C.S., Professor of Urology at the Uni- 
versity of Caracas, was elected President ; 
Prof. Dr. José Manuel Espino, F.A.C.S., 
F.I.C.S., Honorary Professor of Clinical 
Ophthalmology at the University of Cara- 
cas, was elected Vice-President; Prof. Dr. 
Leopoldo E. Lépez, F.A.C.S., F.I.C.S., As- 
sociate Professor of Gynecology at the 
University of Caracas, Diplomate of the 
American Board of Urology and Secretary 
of the Venezuelan Surgical Society, was 
elected Secretary; Prof. Dr. Luis Rodri- 
guez Santana, F.I.C.S., Chief of the Uro- 


logic Clinic at the Hospital Vargas |) 
Caracas, was elected Treasurer. 

The Fellows of the reactivated Se - 
tion are as follows: Prof. Drs. Leopol«o 
Aguerrevere, R. Baquero Gonzales, Fraiiz 
Conde Jahn, Salvador Cordoba, Fernand» 
R. Coronil, P. Blanco Gasperi, Jorge Gon- 
zales Celis, P. A. Gutierrez Alfaro, J ..J. 
Gutierrez Osorio, David Iriarte, Pablo 
Izaguirre, José Izquierdo, C. Lepage, Do- 
mingo Luciani, Francisco Montbrum, Mi- 
guel Pérez Carreno, Jesis Rhode, Hermo- 
genes Rivero, J. T. Rojas Contreras, Car- 
los R. Travieso, M. E. Valdivieso, and Drs. 
Victor Brito, Angel R. Bustillos, Julio 
Caleauno, J. Hernandez D’Empaire, Félix 


- Lairet, Luis R. Méndez, Carlos Ottolina, 


Odeardo Leén Ponte and R. Vetancourt 
Ravard. 


Foreign Interns and Residents Available 


Approved hospitals in the United States and Canada which have openings for 


interns and residents are requested to communicate with the Secretariat of the 


International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 


JAMES SCOTT CHALMERS 
M.D., F.LC.S. 


oy. James Scott Chalmers, of Sand 
S, ‘ings, Oklahoma, died on March 22, 
1°53 at the age of 57. Dr. Chalmers, an 
o. upational surgeon, was a member of 
t!. staff of St. Johns Hospital in Tulsa, 
© ahoma, since 1933, a member of the vis- 
it g staff of Hillcrest Hospital in Tulsa, 
ai | was chairman of the Oklahoma State 
Si. iety Committee on Industrial Medicine 
ait Traumatic Surgery. 

He was born in Chicago, Illinois. He 
attended the Morgan Park Military Acad- 
emy in Chicago and the University of Vir- 
ginia. He received his M.D. in 1926 from 
the University of Virginia Medical School 
and interned at Sutherland Hospital in 
Clintwood, Virginia. He served a resi- 
dency at Norton Hospital in Norton, Vir- 
ginia, in 1927 and was affiliated with Sand 
Springs Home Hospital from 1929 to 1933. 
He was a member of the Tulsa County 
Medical Society, the Oklahoma State Med- 
ical Society, the Texas State Medical So- 
ciety, and the American Medical Associa- 
tion. He was a Fellow of the International 
College of Surgeons. 


LEO CLIFFORD CLOWES 
M.D., F.I.C.S. 


A surging wave of water from a flash 
flood swept Dr. Leo C. Clowes, 62, to his 
death on June 9, 1953, when he was fishing 
at his summer home near Chicago, Illinois. 
Dr. Clowes had just recently been accepted 
as a Fellow of the International College of 
Surgeons. The degree will be conferred to 
him posthumously at the Annual As- 
sembly in New York City at the Convo- 
cation ceremony. 


In Memoriam 


Dr. Clowes was Attending Surgeon at 
Hinsdale Hospital in Chicago. He received 
an A.B. from Illinois College and an M.D. 
from Rush Medical School in 1923 and 
interned at Presbyterian Hospital. 

He was affiliated with the Gastro-Intes- 
tinal Clinic at St. Luke’s Hospital, was 
Assistant in the Department of Surgery 
at the University of Illinois, was President 
of Staff of Elmhurst Hospital, and was As- 
sociate in the Department of Surgery at 
Cook County Hospital where he did post- 
graduate study. He taught at Rush Medi- 
cal School, at Northwestern University, 
and at the University of Illinois Medical 
College. 


BRIAN ETHELBERT BARLOW 
M.D., A.LC.S. 


Dr. Brian E. Barlow, of Dermott, Ar- 
kansas, died May 21, 1953 at the age of 
43. He was former Chief of Staff and 
Secretary of Staff of St. Mary’s Hospital 
of Dermott. 

Dr. Barlow received an A.B. from West- 
minster College in Fulton, Missouri, and 
an M.D. from the University of Arkansas 
where he was an assistant in the Depart- 
ment of Pathology. He interned, served 
his residency, and did postgraduate study 
at Scott and White Hospital in Temple, 
Texas. He was a member of the staff at 
the Tuberculosis Sanatorium of Arkansas. 

He was a member of the Chicot County 
Medical Society, the Southeast Arkansas 
Medical Society, the Fourth Councilor 
District Society, the Arkansas Medical So- 
ciety, the American Medical Association, 
and the Southern Medical Association and 
was an Associate of the International Col- 
lege of Surgeons and a Fellow of the Ameri- 
can College of Chest Physicians. 
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JAMES THOMAS CLEAR 


M.D., F.I.C.S., F.A.C.S. 


Dr. James Thomas Clear, Fellow and 
Charter member of the International Col- 
lege of Surgeons, suffered a heart attack 
on the way to his office in Cincinnati, Ohio 
May 12 and died June 7, 1953 at the age 
of 63. 

Dr. Clear was Chief Attending Gyne- 
cologist and Chief of Orthopedics and Fe- 
male Surgery and Gynecology and Thy- 
roid Surgery at St. Mary Hospital, At- 
tend Surgeon at St. Francis Hospital, and 
Courtesy Surgeon at Good Samaritan Hos- 
pital. 

After obtaining an M.D. from the Uni- 
versity of Cincinnati College of Medicine, 
he interned at St. Mary Hospital. His post 
graduate study included Lahey Clinic in 
Boston, Mass., Mayo Clinic In Rochester, 
Minn., Crile Clinic in Cleveland, Ohio, and 
various Wet aid Dry Thyroid Clinics. He 
was Assistant Pathologist and Emergency 
Surgeon at St. Mary Hospital before spe- 
cializing in gynecological and thyroid sur- 
gery. He taught at Our Lady of Christian 
School of Nursing. 

He was a Fellow of the American Col- 
lege of Surgeons, an Associate Member of 
the American Society for Study and Pre- 
vention of Goiter, and a member of the 
American Medica] Association, the Ohio 
State Medical Association, the Cincinnati 
Academy of Medicine, the Cincinnati Ob- 
stetrical Society, the American Congress 
on Obstetrics and Gynecology, the Ameri- 
can Congress on Maternal Welfare. 


SAMUEL JAMES PETRONELLA 


M.D., A.I.C.S. 


Dr. Samuel J. Petronella, industrial sur- 
geon of East Chicago, Indiana, died April 
1, 1953 at the age of 44. 

Dr. Petronella was born in New York 
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City. He received a B.S. from New Yc k 
University and an M.D. in 1934 from ‘ ie 
Royal University of Rome. He inter) d 
at St. Catherine Hospital in East Chica: », 
Indiana, and at Polyclinic Hospital n 
Roma, Italy and did postgraduate stuiy 
at Cook County Graduate School of Me:i- 
cine. 

He was affiliated with St. Catherine 
Hospital in East Chicago, and taught in 
the School of Nursing there from 1936 to 
1942. 

Dr. Petronella was president of the East 
Chicago-Whiting Branch of the Lake 
county Medical Society, a Fellow of the 
American Medical Association, and an as- 
sociate of the International College of 
Surgeons. He was a member of the Indi- 
ana State Medical Society, the Association 
of American Physicians and Surgeons, the 
Central States Society of Industrial Medi- 
cine and Surgery, the American Associa- 
tion of Industrial Physicians and Sur- 
geons, the Association of Baltimore and 
Ohio Railway Surgeons, the American As- 
sociation of Railway Surgeons, the Indi- 
ana Trudeau Society, and the American 
Industrial Hygiene Association. 


ALEXANDER W. MONTGOMERY 


M.D., F.A.C.S., F.I.C.S. 


Dr. Alexander W. Montgomery, of Mil- 
waukee, Wisconsin, died recently at the 
age of 64. He was Chief of the Surgic:| 
Department of the Evangelical Deacone-s 
Hospital in Milwaukee and a member :f 
the Johnston Emergency Hospital. 

Dr. Montgomery graduated from Ma - 
quette University in 1909 and began pra - 
tice immediately. He was a Fellow of t! » 
American College of Surgeons and of t! » 
International College of Surgeons. He w: 
a member of the American Medical Ass - 
ciation, the Milwaukee County Medical £ - 
ciety, the Wisconsin Medical Society, a: 
the American Association for the Stu v 
of Goiter. 
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PROF. 


Basel, Switzerland 
President-Elect, International College of Surgeons 


Pen Portraits of Distinguished Fellows 


of the 
International College of Surgeons 


Prof. Dr. Rudolf Nissen 
F.I.C.S. (Hon.) 


Prof. Dr. Rudolf Nissen of Basel, Swit- 
erland, President-Elect of the Interna- 
‘ional College of Surgeons, is deservedly 
me of the most prominent figures in 
modern surgical science. His career in 
‘eaching and research has been abundant- 
ly fruitful, and his technical skill and 
imaginative approach to the problems of 
surgery are attested by the fact that he 
performed the first successful pneumonec- 
tomy in surgical history. 

Prof. Nissen was born in Neisse, Ger- 
many, on Sept. 9, 1896. He pursued his 
medical studies at the Universities of 
Munich, Marburg and Breslau. After his 
graduation in 1920 he became Assistant 
to Prof. Minkowski in the Medical Depart- 
ment at the University of Breslau from 
March to October. He spent the next year 
as Assistant to Prof. Aschoff in the De- 
partment of Pathology at the University 
of Freiburg. From 1921 to 1933 he served 
with Prof. Sauerbruch at the University 
of Berlin, first as Assistant and Instructor 
in Surgery and then as Associate Pro- 
fessor and First Associate. He then re- 
moved to Istanbul, Turkey, where he was 
Professor and Head of the Department of 
Surgery at the University of Istanbul, as 
well as Surgeon-in-Chief at the Carrabpasa 
Hospital. 

A research fellowship at the Massa- 
chusetts General Hospital brought Prof. 
Nissen to Boston in 1939. He remained 
there two years. From 1941 to 1952 he 
was Attending Surgeon and Chief of Di- 
vision at the Jewish Hospital of Brooklyn 
and held the same posts at Maimonides 
Hospital, New York. In April 1952 he re- 
turned to Europe, having accepted the 


position of Professor and Head of the De- 
partment of Surgery at Basel University. 
He is also Surgeon-in-Chief at the Buer- 
gerspital of Basel. 

Rudolf Nissen has proved himself a 
more than worthy pupil of his great 
German teachers; his distinction in his 
chosen profession is beyond question. 
Those who know him well are impressed 
even more, if possible, by the indomitable 
personal integrity of the man and the 
surgeon. Those who read Horace think 
of him automatically when they encounter 
the old familiar phrase “Integer vitae, 
scelerisque purus,” for if ever a man kept 
himself and his work untainted by self- 
seeking, avarice and misplaced personal 
ambition, living only for the task he has 
set himself and the benefits it confers upon 
humanity, Rudolf Nissen has done so. Fas- 
tidious almost to the point of austerity, yet 
gracious in manner and marked with the 
charm of the true cosmopolitan, he is ad- 
mired, respected and loved by his col- 
leagues everywhere. Gifted by nature with 
a brilliant and penetrating mind, high 
ingenuity and an indefatigable habit of 
industry, he has added to this original 
endowment a vast storehouse of knowledge 
from the past—a source, as every scholar 
knows, of ideas new and productive for 
the future. 

We may well congratulate ourselves on 
the quality of Prof. Nissen’s devotion to 
the International College of Surgeons. He 
does not give allegiance lightly, but once 
given it endures. We need not fear that 
we shall lose him to Switzerland. He is a 
scientist; his country is the world. 
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Letters to the Editor 


That readers of the Journal and the Bulletin of Meetings, Announcements, Nationa’ 
and International Activities may share with one another the interesting, unusual 
striking or memorable ideas and experiences that complement the life of a busy sur- 
geon, this department welcomes communications from Fellows of the College and other 
surgeons all over the world. Material will be selected for timeliness and special in- 
terest. Because of space limitations, it is requested that correspondents confine their 


letters, if possible, to a maximum length of 300 words, 


New York City, N. Y. 

September 28, 1953 
My dear colleague: 

I have received at least a dozen letters 
telling of the great success that our Col- 
lege had at the Congress. The remarks that 
reached me were that the program was 
extremely diversified and consisted of pre- 
sentations on subjects of great interest to 
all that were present. In addition I have 
been told that the subject matter of the 
various presentations was most enlighten- 
ing and instructive to those in the audi- 
ences. 

It does my heart good to know that the 
early years of struggle from 1937 are 
finally being compensated by the Universal 
success that our College is attaining. 

HENRY M. SCHEER, F.A.C.S., F.LC.S. 


New Orleans, Louisiana 

October 19, 1953 

I was particularly delighted with the 

interest shown in the Plastic Surgery Sec- 

tion. All standing rom was taken and some 

were out in the hall. The consensus was 
that we had an outstanding program. 

NEAL OWENS, M.D., F.A.C.S., F.I.C.S. 


Boston, Massachusetts 
October 6, 1953 
My dear colleague: 

The Meeting was an outstanding success, 
and I feel that the officers are to be con- 
gratulated.- Without their guidance and 
organizational ability the Meeting would 
not have been the efficient and well-run 
event that it was. 

M. LEOPOLD Bropny, M.D., 
F.A.C.S., F.LC.S. 


San Francisco, California 
October 12, 1953 
My dear colleague: 

The Eighteenth Annual Congress of the 
International College of Surgeons was ex- 
cellent; it ranked among the best medical 
meetings I ever had the pleasure of attend- 
ing. The sessions of the Urological Section 
were particularly interesting, and it was 
a privilege to have participated and added 
my bit to make them a success. 

CHARLES PIERRE MATHE, M.D., 
F.A.C.S., F.1.C.S. 


Detroit, Michigan 
October 5, 1953 
My dear colleague: 

The program presented in the Occupa- 
tional Surgery Section was outstanding. 
There was an overflow attendance, al- 
though we were using one of the large 
rooms. 

ALFRED H. WHITTAKER, M.D., 
F.A.C.S., F.1C.S. 


Philadelphia 
September 28 
My dear colleague: 

You are to be congratulated in the splen- 
did manner in which the last Congress was 
held. It was indeed a grand success. 

Surgeons from all sections of the United 
States and Canada and from different 
countries came to listen and having lis- 
tened, returned to their respective posts 
with the conviction that no matter what 
their amount of learning from _ books, 
travel or personal experiences, there is no 
substitute for the spade work of the sci- 
entific investigator. 

NICHOLAS A, MICHELS, Ph.D., M.I.C.S. 


The epochal Eighteenth Congress is now 
urgical history, and may claim with 
ustice that history was made during its 
essions. Never before, though each suc- 
eeding Congress has been more brilliant 
han the last, has it been so overwhelm- 
agly evident that the impact of the In- 
ernational Congress of Surgeons on the 
cientific world has become pronounced. 
Thousands of members of the College were 
oresent as usual, but the number of guests 
and guest participants was unprecedented, 
as was the large attendance of surgeons 
from countries other than Canada and the 
United States. The program included 
presentations from France, Italy, Germa- 
ny, Japan, Switzerland, Greece, Turkey, 
Colombia, and Hawaii. 

Although the number of General As- 


United States and Canadian Sections 
Eighteenth Annual Congress, Waldorf-Astoria, New York 
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INTERNATIONAL SURGEONS HALL OF FAME CHICAGO 


sembly presentations and the more special- 
ized activities of the Congress increase 
every year, ways have been found, and 
will continue to be found, to accommodate 
them all. This year’s General Chairman, 
Dr. Horace E. Ayers, F.A.C.S., F.I.C.S., 
of New York, and his co-Chairmen Dr. 
Henry M. Scheer, F.A.C.S., F.I.C.S., also 
of New York, and Dr. Lyon H. Appleby, 
F.R.C.S., F.A.C.S., F.LC.S., of Vancouver, 
are to be congratulated on the excellence 
of their work, as are chairmen and mem- 
bers of the program committees for the 
various divisions. 

The Congress opened on Sunday, Sep- 
tember 13, with the official Inauguration 
of the International Surgeons’ Hall of 
Fame at a meeting in the Grand Ballroom 
of the Waldorf-Astoria. The President of 


ARCHITECTS AND ENGINEERS | 19 52 


Architect’s preliminary sketch of the amphitheatre in the Surgeons’ Hall of Fame. 
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the United States Section, Dr. William 
Randolph Lovelace, D.A.B.S., F.I.C.S., of 
Albuquerque, New Mexico, presided. A 
great deal of interest and enthusiasm 
having already been aroused, this early 
session of the Congress was well attended. 

The Inauguration began with an inter- 
lude of music and a kinescopic screen 
presentation, Men Against Pain, dramatiz- 
ing the history of anesthesia, especially 
the work of Dr. Morton as discoverer. The 
key address of the evening was delivered 
by Prof. Richard H. Shryock, Ph.D., of 
Baltimore, the William Welch Professor of 
the History of Medicine and Director of 
the Institute of the History of Medicine 
at Johns Hopkins. Prof. Shryock presented 
a keen analysis of the elements in surgical 
fame and the various pathways along 
which famous surgeons of the past ar- 
rived at lasting distinction, concluding 
with his opinion as a medical historian 
that a Hall of Fame to honor great sur- 
geons of all time, if wisely planned and 
administered, will meet a genuine cultural 
need. The full text of Prof. Shryock’s 
address appeared in the October issue of 
the Journal of the International College of 
Surgeons. 


Richard H. Shryock, Ph.D. 
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The final speaker was Dr. Max Thorek 
of Chicago, Founder of the Internationa] 
College and originator of the Hall of 
Fame. Dr. Thorek commented upon the 
pertinence and value of Dr. Shryock’s 
presentation and expressed deep appreci- 
ation of the fact that his idea of a Hall 
of Fame located in the College Home in 
Chicago has met with so warm a response. 
Plans are well under way, and progress 
will be reported regularly in these pages. 

The General Assembly sessions, which 
were held daily, morning and afternoon, 
in the Grand Ballroom, began on the morn- 
ing of Monday, September 14, with Prof. 
Dr. Rudolf Nissen, F.I.C.S. (Hon.), of 
Basel, Switzerland, in the chair. On 
Monday afternoon the Herbert Acuff 
Memorial Lecture was delivered by Dr. 
J. Grafton Love, F.A.C.S., of the Mayo 
Foundation, Rochester. Dr. Love is Pro- 
fessor of Neurosurgery at the Graduate 
School of Medicine of the University of 
Minnesota. The subject was Newer Meth- 
ods of Diagnosis and Treatment of Glosso- 
pharyngeal and Trigeminal Neuralgia, In- 
cluding the Decompression Operation. The 
day’s program included, in addition, spe- 
cial meetings of the Sections on Plastic 
Surgery, Obstetrics and Gynecology, Oph- 
thalmology, and Otorhinolaryngology. 

In the afternoon a double display of 
scientific motion pictures was featured, 
one by Davis and Geck and the other, a 
demonstration of the new “stereo-cine- 
fluorographic”’ technic, by the Pfizer Lab- 
oratories. This was the first American 
showing of the remarkable new photo- 
graphic method that converts roentgeno- 
graphic shadows into three-dimensional 
images, thus permitting the surgeon to 
observe living anatomic structures in a 
way never before possible. 

In the evening the first session of the 
always popular Film Forum was held, 
with Dr. Philip Thorek, F.A.C.S., F.1.C.S., 
of Chicago, presiding, and Dr. Lyon G. 
Appleby, M.C., F.R.C.S., (England and 
Canada), F.I.C.S., Past President of the 
Canadian Section, acting as moderator. 
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our outstanding presentations on surgi- 
cal technic were included. 

Tuesday found the Congress in full 
-wing. The Sections on Neurosurgery, 
‘Jrthopedics, Urologic Surgery and Ob- 
-tetrics and Gynecology held outstanding 

1eetings. A special session for operating 
oom nurses was also featured and was 
eceived with enthusiasm. The official 
‘ieeting and dinner of the Canadian Sec- 
‘ion also marked the day’s activities. The 
‘ilm Forum on Tuesday evening was de- 
\oted to the role of pharmacology in 
surgery. 

Wednesday’s General Assembly sessions 
vere devoted in large part to three stimu- 
lating panel discussions: Advances in 
Surgery of the Thyroid, Dr. Arnold S§. 
Jackson, F.A.C.S., F.I.C.S., moderator; 
Surgical Treatment of the Intervertebral 
Dise, Dr. Edward L. Compere, F.A.C.S., 
F.I.C.S., Moderator, and Advances in Sur- 
gery of the Stomach and Intestines, Dr. 
Clement L. Martin, F.A.C.S., F.I.C.S., 
Moderator. In the afternoon the Custis 
Lee Hall Memorial Lecture was delivered 
by Dr. Charles S. White, F.A.C.S., F.I.C.S., 
of Washington, D. C., Head of the Depart- 
ment of Surgery at Doctors Hospital. Dr. 
White’s topic was Surgical Complications 
of Diverticulosis of the Colon. The Sections 
on Occupational Surgery and Urology held 
special meetings. 


On Wednesday evening the Annual Ban- 
quet was held in the Grand Ballroom, with 
Dr. Ayers presiding, the invocation being 
pronounced by Cardinal Spellman of New 
York. Guests of honor were Dr. Edward 
J. McCormick, President of the American 
Medical Association, and the Hon. Her- 
man E. Hilleboe, Commissioner of Health 
of the State of New York. As always, the 
occasion was marked by the deep-rooted 
enjoyment that naturally attends the com- 
ing together of those who share the ideals 
and purposes of the College and recognize 
the universal kinship that exists among 
men of science. 

Esophageal and thoracic surgery were 
the subjects of panel discussions on Thurs- 
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day morning, as was vascular surgery in 
the afternoon. One of the distinguished 
speakers on the thoracic surgery panel 
was Prof. Dr. M. Gerhard Domagk, 
F.I1.C.S., Nobel prize winner of Wuppertal, 
Germany, whose topic was Medical Treat- 
ment of Experimental and Human Pulmo- 
nary Tuberculosis. Prof. Domagk achieved 
world fame by his work with the sulfa 
drugs. 

Special meetings, both morning and 
afternoon, were held by the Section on 
Coloproctology. 


Scientific Sessions 


Officers and members of the Sections 
on various specialties, as well as those who 
also attended the General Assemblies and 
the scientific motion picture programs, re- 
port unanimously that this year’s sessions 
were stimulating beyond the highest ex- 
pectations. Of the Urology Section the 
Secretary, Dr. Cyril H. K. Church, 
F.I.C.S., states: “All the papers of both 
days were extremely interesting and well 
presented. In practically every instance 
new subject matter and much food for 
thought were presented.” ... That every- 
one felt well rewarded for having attended 
these sessions was attested to not only 
by the applause at the end of each presen- 
tation but by the highly interesting and 
intelligent discussions that followed. Of 
the newly organized Section on Neuro- 
surgery the Chairman, Dr. James W. 
Watts, F.A.C.S., F.LC.S., reports: “. 
successful beyond our expectations . . . Of 
those who signed our register as the meet- 
ing opened, nearly all remained for the 
neurosurgeons’ luncheon. This shows the 
sustained interest of the group and points 
to the value of an integrated program... 
It is worthy of note that 20 per cent of 
those who signed the register were Fel- 
lows of the College, while 80 per cent 
were non-members. The meeting was well 
publicized by sending a preliminary pro- 
gram to most of the neurosurgeons in the 
United States, so this accounts for the 
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large number of invited guests and surely 
indicates a growing interest in the College. 
The program was so enthusiastically re- 
ceived that we are already making plans 
for the next meeting of the Neurosurgery 
Section at the 19th Assembly of the Inter- 
national College of Surgeons which will 
be held in Chicago in the Fall of 1954.” 

From Dr. Henry M. Scheer, F.A.C.S., 
F.I.C.S., Secretary of the Section on Oph- 
thalmology-Otorhinolaryngology, came an 
equally glowing report. Excerpts from Dr. 
Scheer’s letter appear on p. 50, under 
“Letters to the Editor.” 


Dr. August F. Daro, D.A.B., F.I.C.S., 
Secretary of the Section on Obstetrics and 
Gynecology, describes the presentations in 
this field as “strikingly interesting, in- 
structive and valuable.” Dr. Nicholas A. 
Michels, Se.D., M.I.C.S., of the Section on 
Allied Science, dwells in his report on the 
genuine scientific spirit that impressed 
him throughout the Congress. “The long 
array of scientific papers presented at the 
meeting of the International College of 
Surgeons bears witness to the fact that 
the quickening scientific desire to unravel 
the cause and work toward the cure of 
disease has not ceased and today still is 
the highest motive of the surgeon’s en- 
deavors . . . Listening to the various 
papers, one felt instinctively that what 
was presented had withstood the test of 
science and therefore deserved considera- 
tion not only from a scientific but from a 
humanitarian point of view.” 


Papers offered at the General Assembly 
sessions, says Dr. John J. Sauer, F.A.C.S., 
F.1.C.S., Secretary, “covered the entire 
surgical field from the experimental and 
theoretical to the clinical and practical 
sides. These were supplemented by panel 
discussions with the speakers. The names 
of the speakers who were of national and 
international stature are too many to enu- 
merate. Needless to say, the great in any 
specialized field of surgery were well rep- 
resented... .” The scientific motion picture 
program under the direction of Dr. Philip 
Thorek, F.A.C.S., F.I.C.S., Chicago, Chair- 
man, and Dr. Jerome J. Moses, F.A.C.S., 
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F.1.C.S., Chicago, Co-Chairman, covere | 
every phase of surgery. 

Most of these fine presentations, «/ 
course, will appear in forthcoming issues 
of the Journal. 


Surgical Nurses’ Meetings 

Seven hundred and twenty-six surgic:| 
nurses registered for the sessions ar- 
ranged for them during the Eighteentl 
Annual Congress of the International Col- 
lege of Surgeons in New York. Turkey, 
Canada, and twenty-seven of the United 
States were represented in the registra- 
tion. Far-away states such as Alabama, 
California, Florida, Illinois, Indiana, Ken- 
tucky, Michigan, North Carolina, Okla- 
homa, South Carolina, South Dakota, 
Tennessee, Texas, Virginia, West Virginia 
and Wisconsin, sent delegations, as well 
as the nearby states of Connecticut, Dela- 
ware, Maryland, Massachusetts, New 
Hampshire, New Jersey, Ohio, Pennsyl- 
vania and Rhode Island and the District 
of Columbia. Fifty-two members of Cath- 
olic Sisterhoods registered, among them 
two from South Dakota, three from Illi- 
nois, one from Kentucky, one from North 
Carolina and one from Ohio, 


The New York Association of Operating 
Room Nurses cooperated in the planning 
and conduct of the program. Edith Dee 
Hall, President of the Association, pre- 
sided at all of the sessions, which were 
held Tuesday and Wednesday mornings 
and afternoons, and Thursday morning, 
September 15, 16 and 17, in the Empire 
Room of the Waldorf-Astoria. 

The program and the selection of topics 
were the result of group planning, in large 
part by the New York nurses. Officers of 
the College were present at almost all of 
the sessions. Dr. Max Thorek gave the 
opening address; Dr. Lyon H. Appleby 
brought the greetings of the Canadian 
Section on the second morning and Dr. 
William R. Lovelace those of the United 
States Section on the second afternoon. 
Dr. Joseph de los Reyes, Regent from 
Southern California, participated as the 
surgeon in the Problem Clinic on the fina! 
morning. 
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A prominent Canadian surgeon, Dr. W. 
Mason Couper of Montreal, gave the 
“Viewpoint of the Surgeon” in a panelr 
discussion, “Planned Clinical Instruction: 
for Student Nurses in the Operating 
Room,” and was moderator of the panel 
discussion on sterilization and aseptic 
technic. The participants were a bacteri- 
ologist, Prof. Harry E. Morton of the Uni- 
versity of Pennsylvania School of Medi- 
cine; a representative of the hospital di- 
vision of the Wilmot Castle Company, G. 
K. Lermond of Rochester, New York; and 
an instructor in operating room principles, 
Mrs. Hilda C. Mazerall of Winnipeg, Man- 
itoba. 

The moderator of the panel discussion 
“Planned Clinical Instruction for Student 
Nurses” was Mary E. Mullen of New 
York, Assistant Director of Nursing Edu- 
cation and Nursing Service, Department 
of Hospitals, and the moderator of the 
Problem Clinic was Margaret C. Giffin 
of New York, Assistant Director of the 
Department of Hospital Nursing, National 
League for Nursing, Inc. There were eight 
participants in the latter clinic, represent- 
ing the points of view of the surgeon, the 
anesthesiologist, the director of nurses, the 
operating room supervisor, the hospital 
administrator, the central supply super- 
visor, the expert on aseptic technic and 
the instructor in operating room principles. 

A presentation of the principles of 
work simplification was given by V. 
Donald Schoeller of Philadelphia, lecturer 
on management at the University of Penn- 
sylvania. Other speakers were Thomas 
Freestone of Ethicon Suture Laboratories, 
New York, whose subject was The Mod- 
ern Supervisor; Dr. James E. Purnell 
of Manhattan Eye, Ear and Throat Hos- 
pital, who discussed corneal grafting; 
Mrs. Aida de Acosta Breckinridge, Execu- 
tive Director of the Eye Bank for Sight 
Restoration, who presented Background 
and Function of the Eye Bank; Dr. A. 
Kantrowitz of Montefiore Hospital, who 
presented Cardiac Surgery—Experimen- 
tal Use of an Artificial Heart; and Dr. 
Walter D. Woodward, Chief Psychiatrist 
of the American Cyanamid Company, New 
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York, on preoperative and postoperative 
emotional attitudes in surgical patients 
A film was shown, entitled The Care anc 
Handling of Sutures. 

With several adjournments to view ex- 
hibits, a breakfast party given by onc 
exhibitor, and a boat ride around Man. 
hattan (with a box luncheon) by another. 
the surgical nurses found the educationa! 
sessions by no means wearying, and are 
already making plans to come to Chicago 
next September for their third annual 
series of session. The dates will be Sep- 
tember 8, 9 and 10, and the place the 
Palmer House in Chicago. 

These sessions have emphasized the 
great value to surgeons of recognition of 
the contribution of the surgical nurse to 
successful operating. The nurses leave 
these meetings with renewed inspiration 
and motivation, because the surgeons who 
participate express to them in all sincerity 
their appreciation of the efforts of the 
other members of the operating room 
team. 

Woman’s Auxiliary 

The Woman’s Auxiliary of the United 
States and Canadian Sections is now more 
than a year old and during the recent 
Congress gave every evidence of being in 
a flourishing condition. Mrs. Walter C. 
Burket, President (see also Page 72) re- 
ports a gain of more than 1,000 members 
since the group was organized. The first 
business meeting of the Auxiliary was 
held during the Congress, on the morning 
of September 17, in the Perroquet Suite 
of the Waldorf. The Executive Board has 
voted the following funds: 

1. One thousand dollars for a senior 
student at the medical college in Van- 
couver. 

2. Six thousand dollars to be used for 
two Surgical fellowships, to be known as 
the “Woman’s Auxiliary Surgical Fellow- 
ships.” One fellowship of three thousand 
is to go to an American or Canadian sur- 
geon for study abroad. The other fellow- 
ship of three thousand will go to a sur- 
geon in a country having a section of ICS 
for study in the United States or Canada. 

These fellowships are to be awarded on 
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the basis of financial need and will go 
only to persons whose political beliefs are 
not hostile to American democracy. They 
will go to either men or women, on the 
yasis of merit. 

At the Eighteenth Congress, the Aux- 
jiary had as its guests the following 
ladies, wives of the consuls stationed in 
New York: Lady Hobson of Great Britain, 
Mrs. Frederick Gygax of Switzerland, 
Mrs. Aroceli Eunyl of Spain, Mrs. Ray 
Lawson of Canada and Mrs. Dora de 
Vasconcellos of Brazil. 


Convocation 


The 1953 Convocation, at which more 
than seven hundred candidates were ad- 
mitted to the International College of 
Surgeons, was held in Carnegie Hall on 
the evening of Thursday, September 17, 
and was a fitting climax to the most im- 
pressive Congress yet to be held by the 
College. The Convocation Chairman, Dr. 
Horace E. Turner, F.A.C.S., F.1.C.S., and 
the Directors of Pageantry and of Music, 
Dr. Ernest F. Purcell, F.I.C.S., and Dr. 
Claire E. Carr, F.I.C.S., are to be con- 
gratulated on the achievement of a dra- 
matic and moving effect. 

The program opened with selected organ 
music, with Mr. C. A. J. Parmentier at 
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the organ. Soderman’s Swedish Corona- 
tion March was chosen for the proces- 
sional, with Dr. Francis D. Wolfe as 
Marshal and Drs, Claire E. Carr and 
Walter C. Burket as associate marshals. 
Dr. Horace E. Ayers, Chairman of the 
Congress, formally opened the proceed- 
ings, after which the Rev. Norman Vincent 
Peale, A.B., S.T.D., D.D. pronounced the 
solemn invocation. The beautiful Proces- 
sion of Flags and Presentation of the 
Colors then took place to the stirring 
strains of “National Emblem” and “Under 
the Double Eagle.” There followed the 
singing of the Canadian national anthem 
and the “Star-Spangled Banner,” by Doris 
Doe, contralto, formerly of the Metro- 
politan Opera. 

Dr. Ernest F. Purcell conducted the 
brief service of commemoration of de- 
ceased Fellows of the College, after which 
the assemblage was addressed by the 
President of the United States Section, 
Dr. William R. Lovelace. With Dr. Love- 
lace on the stage were international] offi- 
cers of the College and officers of the 
United States and Canadian Sections, as 
well as Regents and Delegates, Honorary 
Fellows and Honorary Members, Canadian 
candidates and guests, and members of 
the Consular Corps. 


1953 Convocation Class of the International College of Surgeons. 
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Dr. Henry W. Meyerding, Past Presi- 
dent of the United States Section and Vice- 
President of the International College, ad- 
ministered the pledge to the assembled 
candidates, who were then formally and 
officially inducted into the duties and 
privileges of the College: those from the 
United States Section by Arnold S. Jack- 
son, those from Canada by Dr. Lyon H. 
Appleby, Co-Chairman of the Congress 
with Dr. Henry M. Scheer, and those from 
other sections by Max Thorek, Founder of 
the International College, who also con- 
ferred the honorary degrees of Fellow- 
ship and Membership. Those who became 
Honorary Fellows were as follows: 


Lyon H. Appleby, M.D., C.M., L.R.C.P., 
F.R.C.S., (Can. and Eng.), F.A.CS., 
F.I.C.S., Founder President, British Co- 
lumbia Surgical Society, and President, 
Canadian Section, International College of 
Surgeons; Member, Executive Council 
Queen’s University ; Chief Consulting Sur- 
geon, Children’s Hospital, Vancouver, B. 
C. Presented by Dr. Neal Owens, F.A.C.S., 
F.1L.C.S., New Orleans, Louisiana, and Dr. 
Philip Thorek, F.A.C.S., F.L.C.S., Chicago, 
Illinois. 


Lyon H. Appleby 


Dr. Arthur J. Bedell 


Dr. Sterling Bunnell 


Arthur J. Bedell, M.D., F.A.C.S., Emeri- 
tus Professor of Ophthalmology, Albany 
Medical College; Hon. Consulting Surgeon 
to Wills Eye Hospital; Consultant in Oph- 
thalmology, Department of Health, Stat« 
of New York; Member, House of Dele. 
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zates, New York State Medical Society; 
Vember, House of Delegates, American 
Medical Association for thirty-three con- 
secutive sessions; Author of more than 
‘20 monographs. Presented by Dr. Ed- 
aund B. Spaeth, F.A.C.S., F.1.C.S., and Dr. 
Villiam E. Krewson III, F.A.C.S., F.I1.C.S., 
°hiladelphia, Pennsylvania. 


Sterling Bunnell, M.D., San Francisco, 
alifornia; Former Consultant to the Sur- 
eon General, United States Army, and to 
‘he Medical Department, United States 
Navy; Medal for Merit, United States 
‘sovernment. Author of “Surgery of the 
‘tand” and numerous treatises and publica- 
‘ions on pathology trauma of the hand. 
Presented by Dr. Henry W. Meyerding, 
F.LC.S., Rochester, Minnesota, 
and Dr. Edward Compere, F.A.C.S., 
F.LC.S., Chicago, Illinois. 


Samuel A. Cosgrove, M.D., F.A.C.S., 
Clinical Professor of Obstetrics, Columbia 
University; Attending Obstetrician, Jer- 
sey City Medical Center; Consulting Ob- 
stetrician, Bayonne Hospital and Dispensa- 
ry, Bayonne; Christ Hospital, Jersey City; 
All Souls Hospital, Morristown; Medical 
Director and Superintendent, Margaret 


Dr. Samuel A. Cosgrove 
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Hague Maternity Hospital; Director and 
Vice President, Medical Surgical Plan of 
New Jersey. Author of numerous publica- 
tions on obstetrics. Presented by Dr. Earl 
Halligan, F.A.C.S., F.LC.S., Jersey City, 
New Jersey, and Dr. Horace Ayers, 
F.A.CS., F.L.C.S., New York City. 


Frederick H. Falls, M.D., F.A.C.S., Pro- 
fessor and Head of the Department of Ob- 
stetrics and Gynecology, University of 
Illinois College of Medicine; Chairman of 
Staff, Obstetrics and Gynecology, West 
Suburban Hospital, Oak Park, Illinois; 
Chief of Gynecological Staff, Cook County 
Hospital, Chicago; Professor of Gynecolo- 
gy, Cook County Graduate School; Chief, 
Obstetrical and Gynecological Staff, Re- 
search and Educational Hospital, Chicago. 
Presented by Dr. Raymond W. McNealy, 
F.A.C.S., F.I.C.S. (Hon.), Chicago, Illinois, 
and Dr. Gilbert Douglas, F.A.C.S., F.I.C.S., 
Birmingham, Alabama. 


J. A. Werner Hetrick, M.D., F.A.C.S., 
Professor of Otolaryngology, Chief, De- 
partment of Otolaryngology and Dean, 
New York Medical College; Director of 
Otolaryngology, Metropolitan Hospital; At- 
tending Otolaryngologist, Flower & Fifth 


Dr. Frederick H. Falls 
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Dr. J. A. Werner Hetrick 


Avenue Hospitals, New York City; Author 
of many articles on otolaryngology. Pre- 
sented by Dr. Matthew S. Ersner, F.A.C.S., 
F.L.C.S., Philadelphia, Pennsylvania, and 
Dr. Leonard Paul Wershub, F.A.C.S., 
F.I.C.S., New York City. 


Dr. Rivadavia Versiani Murta de Gusmao 
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Rivadavia Versiani Murta de Gusmav. 
M.D., F.B.C.S., F.I.C.S., Professor of Ana’ - 
omy and Professor of Surgical Technic, 
University of Minas Gerais; Honorar, 
President, Surgical Society of Santos De- 
mond; Former Chief of the Military Serv. 
ice in the Military Hospital of Santa Casa, 
and Member of the Commission of Exam- 
iners in Operative Technic for the Military 
Service, Author of numerous articles on 
surgical technic. Presented by Dr. Max 
Thorek, F.B.C.S., F.1.C.S., Chicago, Illinois, 
and Dr. Virgil T. De Vault, F.A.C.S., 
F.1.C.S., Washington, D. C. 


William Boyd, M.D., F.R.C.P. (London), 
LL.D. (Hon.), D.Sc., F.R.C.S. (Can.) ; Di- 
rector of the National Board of the Ca- 
nadian Cancer Society; Professor of Path- 
ology, Faculty of Medicine, University of 
British Columbia; Author of “Surgical 
Pathology,” “The Pathology of Internal 
Diseases,” and “Textbook of Pathology” 
(portrait on page 17). Presented by Dr. 
Lyon H. Appleby, M.D., F.R.C.S., F.A.C.S., 
F.1L.C.S., Vancouver, British Columbia, and 
Dr. William Carpenter MacCarty Sr., 
F.A.C.P., F.I.C.S. (Hon.), Rochester, Min- 
nesota. 


Mr. William Goldman 
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Honorary Memberships were awarded 
to: 


William Goldman, Distinguished Citizen, 
Contributor to the advancement of the 
Basic Science and Surgical Endeavor. 
Trustee, Hahnemann Medical College and 
Chairman Hahnemann Hospital, Philadel- 
phia, Pennsylvania. Presented by Dr. 
Harry E. Bacon, F.A.C.S., F.LC.S., and 
Dr. Charles P. Bailey, F.A.C.S., F.I.C.S, 
Philadelphia, Pennsylvania. 


McKeen Cattell, M.A., Ph.D., M.D., New 
York, Professor and Head of Department 
of Pharmacology, Cornell University Med- 
ical College, Member, Unitarian Service 
Com. Teaching Missions to Austria, Co- 
lombia, S. A., and Japan; Former Editor, 
Journal of Pharmacology and Author of 
numerous articles. Presented by Dr. Ar- 
nold Jackson, F.A.C.S., F.I.C.S., Madison, 
Wisconsin, and Dr. John J. Sauer, F.A.C.S., 
F.I.C.S., New York City. 


Eugene M. K. Geiling, A.B., M.S., Ph.D., 
M.D., Chicago, Professor, Department of 
Pharmacology and Chairman, Department 
of Pharmacology, University of Chicago; 
Chairman, Section on Experimental Medi- 
cine and Therapeutics of the American 


Dr. McKeen Cattell 


UNITED STATES AND CANADIAN SECTIONS 


Dr. Eugene M. K. Geiling 


Medical Association; Distinguished Serv- 
ice Professor 1941; World War II Official 
Investigator and Liaison Officer for the 
Office of Scientific Research and Develop- 
ment. Presented by Dr. Claude J. Hunt, 
F.A.C.S., F.1.C.S., Kansas City, Missouri, 
and Dr. Clement Martin, F.A.C.S., F.I.C.S., 
Chicago, Illinois. 


Dr. Laurance W. Kinsell 
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Meeting of Woman’s Auxiliary at the Eighteenth Congress of the United States and Canadian Sections, International College of Surgeons. 
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Scene at breakfast of Woman’s Auxiliary, Eighteenth Annual Congress of the United States and Canadian Sections, International College 


of Surgeons. 
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Laurance W. Kinsell, M.D., F.A.C.P., 
Berkeley, California, Consultant in Endo- 
crinology, University of California, Berke- 
ley; Director, Institute for Metabolic Re- 
search, Highland Alameda County Hospi- 
tal, Oakland; Associate Editor, Journal of 
Clinical Endocrinology and Metabolism; 
Author of numerous papers and chapters 
in the field of metabolism. Presented by 
Dr. Curtice Rosser, F.A.C.S., F.I.C.S., 
Dallas, Texas, and Dr. Moses Behrend, 
F.A.C.S., F.LC.S., Philadelphia, Pennsyl- 
vania. 

Dr. Boyd was then introduced by Dr. 
Appleby and delivered the Convocation 
Address, Then and Now—The Changing 
Pattern of Disease, a dissertation both 
entertaining and profound. The full text 
of this address will appear in an early issue 
of the Journal. 

The time-honored ceremonies ended 
with the benediction, which was _ pro- 
nounced by Julius Mark, Senior Rabbi of 
Temple Emanu-El, New York. The audi- 
ence remained seated, according to custom, 
until the officers, speakers and new mem- 
bers passed out in processional to “Semper 
Fidelis” and “The Stars and Stripes For- 
ever.” 

Apparently it is the consensus that no 
part of the 1953 Congress, scientifically 
speaking, failed to reach the high level 
at which it was aimed. The same serious 
interest and professional enthusiasm that 
was evident in the General Assembly Ses- 
sions, the Section Meetings, the Film 
Forum and the other film presentations 
was equally so in the various study club 
groups, surgical clinics and allied activities. 
Nearly a hundred scientific and technical 
exhibits were on display, and all aroused 
great interest. 


Nor was the social side of the occasion 
neglected, and all present wholeheartedly 
enjoyed thé opportunity provided to relax 
in congenial company. A particularly gra- 
cious feature of this year’s Congress was 
provided by the ladies of the Woman’s 
Auxiliary, who set up a Hospitality Room, 
serving coffee daily from nine to eleven 
in the morning and from three to five in 
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the afternoon. The many panel luncheons 
were none the less enjoyable because of 
the atmosphere of professional discussion, 
and all strictly social events, from the teas 
to the Annual Banquet, were occasions to 
be remembered with great pleasure. 


Regional Meetings 


During the past two years the regional 
meetings of the United States Section of 
the International College of Surgeons have 
proved so successful that an expansion of 
this program is being planned for 1954- 
1955 to cover all parts of the country. 
From 1951 through 1953, meetings were 
held in Dallas, Colorado Springs, Kansas 
City, St. Louis, Philadelphia, Tulsa, At- 
lanta, Birmingham, Los Angeles, Pitts- 
burgh, Knoxville, Boston and Indianapolis. 
In addition, many smaller state gatherings 
were held, including meetings in Milwau- 
kee, Denver, Gadsden, Alabama, Chatta- 
nooga and Tuscaloosa, and several others, 
including the Wyoming meeting. 

The following meetings have been sched- 
uled for 1954: January 22-23, Oklahoma 
City; January 28-29, West Palm Beach, 
and July 22-23, Salt Lake City. 

These meetings have been so planned as 
to be especially attractive to surgeons 
planning vacations at that particular time 
of the year. Surgeons who desire a winter 
vacation in Florida will find that the date 
and place of this meeting will enable them 
to enjoy a few days or weeks away from 
the cold and snow, and at the same time 
they can benefit by an-excellent two days’ 
postgraduate review. Those planning a 
trip to the Southwest can likewise find an 
interesting meeting at Oklahoma City. A 
summer medical meeting is unusual, but so 
many surgeons take their families to see 
the national parks during this season, that 
attractive Salt Lake City, with its fine air- 
conditioned Hotel Utah has been selected. 

The final 1953 regional meeting is being 
held at the Ambassador Hotel in Los 
Angeles on November 28 to 29 inclusive. 
The members of the International College 
of Surgeons in Southern California are 
anticipating a fine meeting. The general 
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chairman of this affair is the same dy- 
namic Joseph Manuel de los Reyes who 
accompanied 70 of his fellow Californians 
to the recent national meeting at New 
York. The program chairman is James 
Buford Johnson, M.D., who has a splendid 
two-day program lined up, including such 
surgeons as Henry Meyerding, Ernest 
Warnock, Bert Cotton and Max Thorek. 
The Women’s Medical Auxiliary of Los 
Angeles County has invited the guests and 
their wives to a ball on Saturday evening, 
November 28. 


The program is as follows: 


Saturday Morning, November 28 
Diagnostic Problems of Acute 
Disease of the Abdomen 


N. Frederick Hicken, M.D., 
F.A.C.S., F.I.C.S., Salt Lake City 


Surgical Management of Acute 
Disease of the Abdomen 
Arnold S. Jackson, M.D., 
F.A.C.S., F.1.C.S., Madison, Wis- 
consin 

Preoperative and Postoperative 
Care of the Acutely Diseased 
Abdomen 

David Miller, M.D., F.A.C.S., 
F.1LC.S., San Diego, California 


Intermission 


Panel Discussion of Acute Ab- 
dominal Disease 


12:00- 2:00 Luncheon 


9:00 


9:30 


10:00 


10:30-10:45 
10:45-12:00 


Saturday Afternoon, November 28 


Moderator: ArnoldS. Jackson, M.D., F.A.C.S., 
F.I.C.S., Madison, Wisconsin 


Postgastrectomy Syndromes 


Moses E. Steinberg, M.D., 
F.A.C.S., F.LC.S., Portland, Ore- 
gon 


Problems of Biliary Surgery 


N. Frederick Hicken, M.D., 
F.A.C.S., F.LC.S., Salt Lake City 


2:00 


2:30 


The Pathological Intrahepatic 
Gallbladder and Related Ano- 
malies 

George Henry, M.D., F.A.CS., 
F.I.C.S., Los Angeles, California 


3:00 
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3:30 Some Considerations of Non- 
malignant Skin Tumors 
Walter R. Nickel, M.D., San 
Diego, California 
4:00 Dupuytren’s Contracture 
Henry M. Meyerding, M.D., 
F.A.C.S., F.I.C.S., Rochester 
6:00 Cocktails 


Sunday Morning, November 29 


Joseph de los Reyes, M.D., 
F.A.C.S., F.1.C.S., Los Angeles 
Total Gastrectomy for Cancer 
Jack M. Farris, M.D., F.A.CS., 
F.I.C.S., Los Angeles, California 
Revision of Inoperable Concept 
of Lung Cancer 
Bert H. Cotton, M.D., F.I.C.S., 
Hollywood, California 
Anesthesia for Chest and Trans- 
thoracic Abdominal Surgery 
Ernest Warnock, M.D., F.A.C.S., 
F.I.C.S., San Marino, California 
Intermission 


Panel Discussion of Chest and 
Transthoracic Abdominal Sur- 
gery and Anesthesia 


12:00- 2:00 Luncheon, Cocoanut Grove 


Moderator: 


9:00 


9:30 


10:00 


10:30-10:45 
10:45-12:00 


Sunday Afternoon, November 29 


Moderator: Henry W. Meyerding, M.D., 
F.A.C.S., F.I.C.S., Rochester 


Transposed Flaps in the Repair 
of Surface Defects 

Albert D. Davis, M.D., F.A.C.S., 
F.I.C.S., San Francisco, Calif. 


Your Hearing Impairment 


Howard P. House, M.D., 
F.A.C.S., F.I.C.S., Los Angeles 


Precancerous Lesions Encoun- 
tered in Routine Anorectal Ex- 
amination 

Malcolm R. Hill, M.D., F.A.C.S., 
F.I.C.S., Los Angeles, California 


Abdominal Symptoms of Genito- 
urinary Pathology 

Frederick Bennetts, M.D., 
F.A.C.S., F.I.C.S., Los Angeles 
Tumors of the Neck 


Arnold S. Jackson, M.D., 
F.A.C.S., F.I.C.S., Madison, Wis. 


2:00 


2:30 


3:00 


3:30 


4:00 
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Hotel Utah, Salt Lake City 


The Committee on Arrangements consists 
of Dr. James B. Johnson, Chairman; Dr. 
Forrest Leffingwell, Dr. Joseph M. de los 
Reyes, and Dr. Lawrence Adams. Mr. Jerry 
Pettis heads the public relations committee 
and Dr. John E. Esnard the registration com- 
mittee. 

A number of other meetings are being 
planned ; information on those will be sent 
out later. 

The regional meetings are growing in 
importance and attendance, and we are 
confident that they will continue to do so. 


1954 Meetings.—Oklahoma City: Prof. 
Leo Starry and his associates at the Uni- 
versity of Oklahoma Medical School are 
in charge of this meeting, which assures 
a fine program. The General Committee 
for the arrangements are: Dr. W. S. 
Strecker, Chairman; Dr. N. F. V. Barkett; 
Dr. Vance Bradford; Dr. Edward M. 
Farris; Dr. Earl McBride; Dr. Chas. 
O’Leary; Dr. Joe M. Parker; Dr. Gerald 
Rogers; Dr. Charles R. Rountree; Dr. S. 
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N. Stone Jr.; Mr. Jack Shrode, Hospital 
Administrator, and Mrs. Alma O’Donald, 
Executive Secretary of the County Medi- 
cal Society. An innovation will be a panel 
each day on operating room technic for 
surgical nurses. Among the principal 
speakers will be Dr. Harry Oberhelman, 
F.A.C.S., F.LC.S., of Chicago, Head of the 
Department of Surgery at Loyola Uni- 
versity. 

The sectional meeting at Oklahoma City 
incorporates the states of Texas, Arkansas 
and Oklahoma. 


The Biltmore, Oklahoma City 
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West Palm Beach: Dr. Lloyd Netto, 
Vice-Regent of Florida, and long an en- 
thusiastic member of the College, is gen- 


eral chairman of this meeting, which will - 


be held at the Pennsylvania Hotel on the 
western shore of Lake Worth, with a 
beautiful and unobstructed view of the 
Palm Beach shore line. Not only are the 
hotel accommodations the best, but very 
reasonable rates have been secured for 
those who desire to make this beautiful 
resort city their winter vacation head- 
quarters. 

There are numerous traditional activi- 
ties at this time of the year, all of which 
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will be open for participation—deep-sea 
fishing, golf, bathing (either ocean or 
pool) and many others. 

The Florida section of the College is one 
of the most enthusiastic groups, and under 
the guidance of Regent Dr. Eugene Jewett 
of Orlando an excellent program is being 
planned, with a number of distinguished 
speakers scheduled, such as Dr. Harry 
Bacon of Philadelphia; Dr. Edward 
Compere, Professor of Orthopedics at 
Northwestern University Medical School; 
Dr. Curtice Rosser, Dr. Claude Hunt and 
many others. Several panel discussions 
are scheduled to give visiting surgeons an 


— 


Scene at West Palm Beach, Florida, where a Regional Meeting of the 
United States Section, International College of Surgeons, will be held 
on January 29 and 30, 1954. 
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opportunity to take part in the program. 
The following states are included in this 
regional meeting: Florida, Alabama, Geor- 
gia, North and South Carolina, Louisiana, 
Tennessee and Mississippi. However, sur- 
geons from elsewhere are invited to at- 
tend. 

All activities will be centered in the one 
hotel for this two-day affair. The South- 
eastern District has supplied most of the 
speakers from its own membership; the 
remainder are outstanding members of the 
College from other Districts, completing 
a well rounded top-level program. 

Special informal social activities will be 
arranged for the visiting ladies. Full co- 
operation from the City officials and the 
Chamber of Commerce in entertaining the 
visiting doctors and their wives and fami- 
lies is assured. 

Reservations should be made early, in 
view of the fact that January 29 and 30 
mark the beginning of the Season’s height 
and a “full house” is anticipated on the 
basis of the reaction evident at the recent 
meeting of the College in Now York. A 
small station was maintained there fur- 
nishing information about West Palm 
Beach and the District Meeting. The en- 
thusiasm was surprising. 

Salt Lake City: One of the most dy- 


namic leaders in the College is Dr. N. 


Frederick Hicken, Regent of Utah and 
General Chairman of this meeting. Dr. 
Hicken has done a great deal toward the 
ultimate success of the affair. For several 
months he and the Utah delegation have 
been very hard at work making their 
plans. They have already received assur- 
ance of many surgeons planning a western 
vacation next summer that they will visit 
this famous and beautiful city. Dr. A. A. 
Andersen of Salt Lake City has been ap- 
pointed chairman. The meeting falls in 
the week in which Utah holds its annual 
Pioneer Celebration, and the entire state 
is alive with pleasurable activities. There 
will be the famous Utah Rodeo, pictorial 
parades, and many opportunities for sight- 
seeing. The meeting will be held in the 
Hotel Utah, which is entirely air condi- 
tioned. 
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Dr. Benedict Honored 


Dr. W. L. Benedict, F.A.C.S., F.I.C.S., 
of Rochester, Minnesota, recently was 
awarded the Beverly Myers Nelson 
Achievement Award in ophthalmology. 
Two such awards are given annually to 
scientists who have made outstanding con- 
tributions in this field. 

The citation to Dr. Benedict read: ‘In- 
ternationally known savant in ophthal- 
mology ; professor, Mayo Foundation, Uni- 
versity of Minnesota; ardent supporter of 
education and research in vision and op- 
tics; inspiring leader in his chosen field.” 

Dr. Benedict is the author of many 
essays and research articles in his chosen 
field and is widely known for his surgical 
technical skill, especially in the treatment 
of orbital tumors. He came to the Mayo 
Clinic in 1917 as head of the section and 
professor of ophthalmology in the Mayo 
Foundation. He became emeritus chief of 
the section in the Clinic and professor 
emeritus in the foundation in 1950. 

The awards were presented at a lunch- 
eon in the Palmer House by Leslie M. 
Myers of Minneapolis, who established the 
achievement awards in ophthalmic optics 
in 1951 in memory of his daughter. 


Memorial to Dr. Adson 


The late Dr. Alfred W. Adson, F.A.C.S., 
F.LC.S. (Hon.), distinguished neurosur- 
geon of Rochester, Minnesota, who died in 
1951, received posthumous honors in Roch- 
ester on September 9, when a bas-relief 
plaque in bronze dedicated to his memory 
was unveiled in an impressive ceremony. 
The dedicatory address was made by Dr. 
Winchell McK. Craig, and the plaque was 
placed in the operating suite of St. Mary’s 
hospital. Because of limited space, only 
members of Dr. Adson’s family, and Fel- 
lows and staff members in the Sections on 
Neurology and Neurosurgery attended. In 
addition to the bas-relief sculptural por- 
trait of Dr. Adson, the plaque bears this 
inscription: “Pioneer Neurosurgeon and 
Founder of the Section of Neurologic Sur- 
gery, the Mayo Clinic. Erected in 1953 by 
Those Who Carry On.” 
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Dr. Adson was an Honorary Fellow of 
the International College of Surgeons and 
a frequent contributor to the Journal. 


Dr. Kirklin Feted 


Dr. B. R. Kirklin, F.A.C.S., F.I.C.S. 
(Hon.), Senior Consultant in the Depart- 
ment of Diagnostic Roentgenology of the 
Mayo Foundation, was twice honored by 
his friends recently. A cocktail party was 
given for him by the nonprofessional staff 
of the Department, and a surprise birthday 
dinner was tendered him by a large group 
of former Fellows of the Mayo Foundation 
who have served in the Section on Radi- 
ology. 

The birthday dinner was held in the 
Netherlands Plaza hotel as a prelude to the 
fifty-fourth annual convention of the 
American Roentgen Ray society, of which 
Dr. Kirklin is a past president. 

Dr. W. C. MacCarty, Jr., of Norwich, 
Vermont, formerly of Rochester, was in 
charge of the dinner, which was attended 
by Mrs. Kirklin and wives of the former 
Fellows. 

Dr. Kirklin is now approaching retire- 
ment as Chairman of the Section. As a 
birthday gift, his hosts presented him with 
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plans for his portrait in oils and named a 
committee to select an artist. The portrait 
will be hung in the Carman library in the 
new diagnostic building. 


Dr. Behrend Speaks in Alabama 


Ata recent meeting of the Alabama Sur- 
gical Division of the United States Section, 
International College of Surgeons, held in 
Gadsden, Alabama, as guests of the Eto- 
wah County Medical Society, Dr. Moses 
Behrend, F.A.C.S., F.I.C.S., of Philadel- 
phia, spoke on hypersplenism and served 
on a panel to discuss diseases of the pan- 
creas, 

The one-day meeting covered an impres- 
sive variety of topics in addition to these; 
headache, intestinal obstruction, and treat- 
ment of fractures in a mental hospital 
were among them. The scientific sessions 
were followed by a banquet, with Dr. E. A. 
Isbell of Gadsden presiding. The activities 
of the International College of Surgeons 
were ably presented by Dr. Gilbert F. 
Douglas of the Board of Regents, Birming- 
ham. The address of the evening was de- 
livered by Howard E. Skipper, Ph.D., As- 
sistant Director of the Southern Research 
Institute of Birmingham. 


Postgraduate Surgical Courses to be Presented in English by 


Vienna Academy of Medicine 
in Cooperation with the Medical Faculty of the University of Vienna 
and the International College of Surgeons 


In cooperation with the International College of Surgeons, the Vienna 
Academy of Medicine offers intensive courses in surgery. These courses are 
given throughout the year and usually begin on the first of each month. The 
opportunities for individual and special instructions in cadaver surgery in 


Vienna are exceptional. 
is very comprehensive. 


The curriculum pertaining to allied surgical subjects 
Postgraduates recommended by the International 


College of Surgeons will be given every possible consideration and attention. 
For further details, please apply to the Journal. 


> a 


Woman’s Auxiliary 
of the 


United States and Canadian Sections 


Message from Mrs. Walter C. Burket, President 


The first year of the Woman’s Auxiliary 
of the United States and Canadian Sec- 
tions of the International College of Sur- 
geons will be remembered for its gain of 
over 1,000 new members, a gracious spirit 
of cooperation, and the beginning of nota- 
ble service. My gratitude to the Officers, 
Directors, and the splendid members from 
coast to coast is without bounds. 

I cannot say enough for the outstanding 


program of entertainment which the 
women of New York planned for the 
Auxiliary. Those of us who had the pleas- 
ure of being in New York during the 
Annual Congress from September 14 to 
17 feel deeply indebted to those gracious 
and efficient women who helped to make 
our days so enjoyable. It is impossible to 
mention all of the large committee in this 
brief résumé, but I do want to pay tribute 


Executive Board of the Woman’s Auxiliary, United States and Canadian 
Sections, International College of Surgeons. 
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to Mrs. John J. Goller, the Chairman of 
the Ladies’ Entertainment Committee, 
and Mrs. Clifton L. Dance, the Co-Chair- 
man who had charge of the entire pro- 
gram. 


On Monday we were the guests of Mrs. 
Fred H. Albee at a delightful tea in the 
Empire Room of the Waldorf-Astoria 
Hotel. On Tuesday, Mrs. Floyd E. Keir 
and Mrs. Cliarles B. Kelley welcomed the 
large group; who took the United Nations 
Tour, In the afternoon a special bus trip 
through upper and lower New York gave 
zuests an opportunity to see many of the 
most interesting sights of the city. On 
Wednesday we attended a breakfast in the 
attractive Charleston Garden Room at B. 
Altman and Company’s and heard an 
excellent talk, ‘““‘The White House Story,” 
by Mr. Charles Haight, who had charge of 
redecorating the Presidential Mansion. 
The delightful breakfast and program 
were arranged by Mrs. Henry M. Scheer 
and Mrs. Joseph Haas. The afternoon was 
left free for shopping or matinees. In the 
evening we enjoyed the memorable ban- 
quet in the Ballroom of the Waldorf. On 
Thursday morning the first business meet- 
ing of the Woman’s Auxiliary was held in 
the Perroquet Suite of the Waldorf at 
eleven, followed by a fabulous luncheon 
and fashion show in the Starlight Roof of 
the Waldorf. Some 700 women assembled 
for this fitting conclusion to our program, 
which was the culmination of months of 
brilliant planning by Mrs. John G. Mussio. 


The Hospitality Room was a most suc- 
cessful innovation this year. Coffee from 
nine to eleven each morning and tea from 
three to five every day added a friendly 
touch. A Suggestion Box and a Bulletin 
Board were also attractions. Mrs. J. Ralph 
DeCesare and members of her hospitality 
committee were charming and indefatiga- 
ble hostesses. A special word of thanks 
goes to Mrs. Henry Beinfield, who servéd 
as Registration Chairman, and performed 
her duties in such a capable and conscien- 
tious manner. 


WOMAN’S AUXILIARY 


Not only did we have a good time in 
New York and an endless opportunity to 
make new friends in our cozy Hospitality 
Room, but we took the first important 
steps necessary to sponsor special projects. 
The Board voted to provide a scholarship 
of $1,000 for a senior student in the medi- 
cal school in Vancouver. The sum of $6,000 
has been set aside for two surgical fellow- 
ships. One of these will provide $3,000 
dollars for an American or Canadian 
doctor to use for study abroad. The other 
will go to a foreign surgeon for study in 
the United States or Canada. This brings 
the total funds-in-aid to $7,000, a very 
good record for our first year, which has 
been a wonderful year altogether. 

May the year ahead bring new members, 
new opportunities, and new achievements 
for the Woman’s Auxiliary. The spirit 
already evident among our members, their 
willingness to give freely of their time and 
effort, place this wish within easy reach 
of fulfillment. 


Mrs, Walter C. Burket 
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Argentine Section 


Prof. Drs. Jorge A. Taiana, President, 
and Abel N. Canonico, Secretary, of the 
Argentine Section of the International Col- 
lege of Surgeons, announce the induction 
of the following new Fellows: 


Dr. Agustin M. Costa Paz, Santa Fe 1255, 
Bs.As., Argentina 


Dr. Aldo Dell Innocenti, Rufino Ortega 238, 
Mendoza, Argentina 


Dr. Angel José Fajardo, Santa Fe 2746, 
Rosario, Argentina 


Dr. Américo Juan Frigerio, Constitucién 
1069, Rio Cuarto, Cordoba, Argentina 


Dr. James S. Maclean, Callao 1585, Buenos 
Aires, Argentina 


Dr. Miguel Angel Rodriguez, Echeverria 
91, Rio Cuarto, Cordoba, Argentina 


Dr. Florentino Roggero, San Martin 696, 
Venado Tuerto, Santa Fe, Argentina 


Dr. Julio Fidel Sanchez, Catamarca 184, 
Mendoza, Argentina 


Dr. Enrique Guillermo Schwender, Dorrego 
919, Rosario, Argentina 


Dr. Federico Wienert, Rivadavia 4144, 
Buenos Aires, Argentina 


Dr. Carlos A. Defilippi Novoa, Billinghurts 
2530, Bs.As., Argentina 


Scientific Congresses 


The Second Latin American and the 
Sixth Argentine Congress on Thoracic Sur- 
gery convened in Curitiba, Parana, Brazil, 
with the collaboration of the Faculty of 
Medical Science, University of Buenos 
Aires, the Brazilian Section and the Inter- 
national College of Surgeons, at the recent 
meeting from October 5 to 9 inclusive. The 
principal themes were thoractomy, the 
surgical treatment of pulmonary tubercu- 
losis and the surgical correction of cardio- 
vascular malformations in infancy. The 
sessions were uniformly rewarding to the 
large number of surgeons from Argentina, 
Brazil and the United States who were in 
attendance, supplying another memorable 
demonstration of the fine cooperative rela- 
tions that exist between the surgeons of 
Argentina and their neighbors. 


Foreign Interns and Residents Available 


Approved hospitals in the United States and Canada having openings for 


interns and residents are requested to communicate with the Secretariat of the 


International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 


Brazilian Section 


The Brazilian Section, one of the most 
.ctive in the College, announces the or- 
anization of three new Regional Divi- 
ions: Niteréi (June 20), Petropolis (June 
‘1) and Baurt’ (June 30). General As- 
emblies of the Brazilian Section were held 
1 each case for the formal installation of 
he new Regional group and administra- 
ion of the pledge to the new Fellows. 


Niteroi 


The Niteroi Assembly was held at the 
seadquarters of the Medical-Surgical So- 
ciety of Niterdi. The session began at 
‘5 a.m. with the singing of the National 
ilymn. Many Directors of the Brazilian 
Section were present, as were dignitaries 
from Rio de Janeiro, with their families. 
At the speakers’ table were Dr. José Ave- 


lino Chaves, President of the Brazilian 
Section; Dr. Oscar Cintra Gordinho, Presi- 
dent-Elect; Dr. Waldyr da Silva Prado, 
Secretary ; Dr. José Maria Cabello Campos, 
Treasurer; Dr. Emmanuel Marques Porto, 
Regional President of Rio de Janeiro; Dr. 
Bernardo Moreira Garcez, Regional Secre- 
tary-Treasurer of Rio de Janeiro; Dr. Nel- 
son de Sa Earp, Regional President of 
Petropolis and Dean of the Faculty of 
Medicine of Niterdi; Dr. Eurico Bastos, 
President of the Society of Medicine of 
Niteroi and Secretary of Education of 
Nitero6i; Dr. Mario Duarte Monteiro, Re- 
gional President of Niteroi; Dr. Humberto 
Milton Dantas, Vice-President ; Dr. Giusep- 
pe Mauro, Secretary, and other authorities. 

The session began with the National 
Hymn played by the Municipal Band. Dr. 
Emmanuel Marques Porto, Regional Presi- 


Scene at installation of the Regional Division of Niteroi, Brazilian 
Section, International College of Surgeons. 


75 


> 
. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS, SECTION II 


dent of Rio de Janeiro, who turned the 
meeting over to Dr. José Avelino Chaves. 
The patron of the new Regional Division 
was Dean Dr. Eurico Bastos, and the offi- 
cial address was delivered by Dr. Emmanu- 
el Marques Porto. The Directorate of the 
new Region, consisting of Dr. Mario 
Duarte Monteiro, President, Dr. Humber- 
to Milton Dantas, Vice-President, and Dr. 
Giuseppe Mauro, Secretary-Treasurer, 
formally assumed their offices. The list of 
new Fellows inducted were: Dr. Mario 
Duarte Monteiro, Dr. Manoel Knust, Dr. 
Antenor Arantes de Carvalho, Dr. Giusep- 
pe Mahro, Prof. Dr. Paulo Cesar de Al- 
meido Pimentel, Dr. José Augusto de 
Castro, Dr. Humberto Milton Dantas, Dr. 
Othon de Assis Vieira da Silva, Dr. José 
de Sampaio Pereira da Costa, Dr. Edgard 
Pereira da Silva Porto, Dr. Carlos Tortelly 
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Rodrigues da Costa, Dr. Altamiro Viana, 
Dr. Hernani M. Vieira da Silva, Dvr. 
Drausio Vianna Cazes, Dr. Arthur Tiba: 
Kasttrup, Dr. Joao Baptista Serrao, Dr. 
José Bruno Neto, Dr. Henri Wadil Curi, 
Dr. José Martins, Dr. Antonio Abreu de 
Aguiar, Dr. José Pereira Pantaleao, Dr. 
Ney Santos, Dr. José Tostes de Campos, 
Dr. Helenio Gregorio, Dr. Jarbas Maria da 
Silveira, Dr. Jairo Pombo do Amaral, Dr. 
Armando Maciel Braia, Dr. Fernando Bar- 
boza Santa Rita, Dr. Nadyr Coelho, Dr. 
Frederico Carlos de Abreu e Souza, Jr., 
Dr. Ladyr Ribeiro de Almeida, Dr. Custo- 
dio Esteves Netto, Dr. Renato Pereira 
Machado, Dr. Claudio Manoel de Siqueira, 
Dr. José Nasser Mansur, Dr. Kleber Feli- 
ciano Pinto, Dr. Sebastiao Cheferrino, Dr. 
Geraldo Rocha Motta, Dr. Herminio José 
Guasti, and Dr. Darcy Silva. 


Scene at installation of the Regional Division of Petropolis, Brazilian 
Section, International College of Surgeons. 
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Petropolis 


The installation of the new Regional Di- 
vision at Petropolis took place in a similar 
manner at the Quitendinha Hotel of Pe- 
‘ropolis. Prominent local dignitaries were 
oresent, and the National Hymn was 
dlayed by the Commercial Band. At the 
‘speakers’ table were Dr. Manuel Pedro da 
Cunha Cintra, Bishop of Petropolis and 
Patron of the Regional Division; Dr. José 
Avelino Chaves, President of the Brazilian 
Section; Dr. Oscar Cintra Gordinho, Presi- 
dent Elect; Dr. Wadlyr da Silva Prado, 
Secretary ; Dr. José Maria Cabello Campos, 
Treasurer; Dr. Emmanuel Marques Porto, 
Regional President of Rio de Janeiro; Dr. 
Orlando Carlos da Silva, Judge of Law; 
Mr. Cordolino José Ambrosio, Mayor; Dr. 
Helio Mendoga Bittencourt, representing 
the Municipal Chamber of Petropolis; Dr. 
Mario Paulo Fonseca, President of the 
Petropolitan Academy of Letters; Dna. 
Helena Fonseca, President of the Brazilian 
Legion of Petropolis, Dr. Nelson de Sa 
Earp, Regional President of Petropolis; 
Dr. Sidney Lopes, Vice-President, and Dr. 
Arthur Dalmasso, Secretary-Treasurer. 

The session was opened by Dr. José 
Avelino Chaves, who was followed by Dr. 
Emmanuel Marques Porto. The official 
salutation was given by the patron, Dr. 
Manuel Pedro da Cintra Cunha. The new 
Regional Directorate was then inducted, 
with Dr. Nelson de Sa Earp as President, 
Dr. Sidney Lopes as Vice-President and 
Dr. Arthur Dalmasso as Secretary-Treas- 
urer. The following new members were 
installed: Dr. Alvaro Dacosta Batalha, Dr. 
José Maria Demello, Jr., Dr. Nelson da 
Cruz Loureiro, Dr. Tarquinio Silveira, Dr. 
Virgilio Ferreira Costa, Dr. Bazareth 
Braga Peixoto, Dr. Armando Fernandes 
Lima, Dr. Mauricio Teichholz, Dr. Emilio 
Hidal, Dr. Gervasio de A. Cunha Gongal- 
ves, Dr. Luiz Pessoadecampos, Dr. Sebas- 
tido Selis de Gouvéia Mello, Dr. Oswaldino 
da Costa Sobral, Dr. Sidney Luiz Azeredo 
Lopes Dr. Arthur Dalmasso, Dr. Mozart 
Deoliveira, Dr. Sylvio Marques Duarte, 


BRAZILIAN SECTION 


Dr. Acacio de Souza Branco, Dr. Carlos 
Alberto Costa Souza. 

In addition, a group of new members of 
the Rio de Janeiro Region received their 
diplomas. These were Dt. Ruben da Costa, 
Leite Amarante, Dr. Godofredo da Costa 
Freitas, Dr. Dscar de Almeida Neves, Dr. 
Joao Oscar Espindola, Dr. Edgardo Mou- 
tinho dog Reis, Dr. Ito Mariano da Silva, 
Dr. Breno Cruz Mascarenhas, Dr. Paulo 
Carvalho, Dr. Antonio Caio do Amaral, 
Dr. Victor Jayme Vieira de sa, Dr. Carlos 
Henrique Mayr, and Dr. Luiz de Azevedo 
Guimares. 

Dr. Oscar Cintra Gordinho, President- 
Elect, then spoke on the theme of the sur- 
geon’s responsibility to humanity. Dr. 
Nelson de Sa Earp, President of the new 
Regional Division, responded most cor- 
dially, thanking all present for their inter- 
est and cooperation. 


Bauria 


The Assembly at Baurt was held in the 
salon of the Automobile Club, the session 
opening with the National Hymn played 
by the Public Force Band. At the speak- 
ers’ table were the following participants: 
Dr. Frei Henrique Golland Trindade, Bish- 
op of the city of Botucatu and Regional 
Sponsor; Dr. José Avelino Chaves, Presi- 
dent of the Brazilian Section; Dr. José 
Maria Cabello Campos, Treasurer; Dr. 
Nuno de Assis, Mayor of the City of 
Baurt;; Dr. Americo Marinho Lutz, Presi- 
dent of the Santa Casa of Baurti and Di- 
rector of the Northeast railroad; Prof. 
Benedito Moreira Pinto, President of the 
Chamber of the Town Council of Baurt; 
Dr. Eugenio Teixeira de Andrade, Judge 
of the District of Bauri; Dr. Pedro de 
Paula Brandao, Regional Vice-President 
of Baurt; Dr. Felisberto Rodrigues, Re- 
gional Secretary-Treasurer of Baurt; Dr. 
Arnaldo Prado Curvello, Regional Presi- 
dent of Baurt; Sr. Joao Maringoni, Presi- 
dent of the Rotary Club and Deliberative 
Council of Santa Casa of Baurti; Com- 
mander José da Silva Marta, Provider of 
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“SECCAO BRASILEIRA. 
REGIONAL DE BAURU 


Installation of the Regional Division of Baurt, Brazilian Section, Inter- 
national College of Surgeons. Dr. José Avelino Chaves addresses the 


meeting. 
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the Beneficiencia Portugueza and Vice- 
Consul of Portugal; Dr. Tolentino Mirag- 
lia, Vice Consul of Italy; Dr. Mario Avelar 
Fernandes, Regional Vice-President of 
Baurt of the Association of Paulist Medi- 
cine; Prof. Dr. Eufrasio Antonio de Toledo, 
Director of the Faculty of Baurt; Fran- 
cisco Xavier da Graca, Commander of the 
3ixth Recruiting Circumscription; Lieu- 
tenant-Colonel Pedro Alves de Brito, Com- 
mander of the Fourth B. C. of the Public 
force of the State; Dr. José René Motta, 
Delegate of the Regional Police of Bauru. 
and Dr. José Arantes de Almeida, Regional 
Delegate of the Health Department. 

Dr. Arnaldo Prado Cruvello opened the 
meeting, then retired in favor of Dr. José 
Avelino Chaves, who presented a sum- 
mary of the history of the College. The 
new Regional Directorate, consisting of 
Dr. Arnaldo Prado Cruvello, President, 
Dr. Pedro de Paula Brandao, Vice-Presi- 
dent, and Dr. Felisberto Rodrigues, Secre- 
tary-Treasurer, were officially inducted. 
The new members admitted were: Dr. 
Helio Lemos Lopes, Dr. Nehase Jorge Curi, 
Dr. Ivo Cavaleanti Neto, Dr. Pedro de 
Paula Brandao, Dr. Felisberto Rodrigues, 
Dr. Antonio Soares Valente, Dr. Alympio 
Barbanti, Dr. Joao Octavio Paes de Barros, 
Dr. Ary Martins, Dr. Paulo Rubens Arieta, 
Dr. Alipio Goncalves dos Santos, Dr. Luiz 
Carlos de Almeida, Dr. Orestes Miraglia, 
and Dr. Dolirio Sandim. 

The official address was delivered by the 
Sponsor of the new Region, Dr. Frei 
Henrique Golland Trindade, Bishop of 
Botucatu. Dr. José Maria Cabello Campos, 
Treasurer of the Brazilian Section, saluted 
the new members in the name of the na- 
tional group and was answered by Dr. 
Nehase Jorge Curi, a member of the new 
Regional Division. The meeting closed 
with a brief expression of congratulation 
from Dr. Avelino Chaves. 


City of Sao Joao da Béa Vista 


The possibility of a fourth new Regional 
Division in Brazil has been under con- 
sideration since the medical class of that 
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city offered, on June 27, a banquet in honor 
of Dr. Joao Baptista Figueiredo Costa 
when this colleague received full Fellow- 
ship. Dr. José Avelino Chaves was present 
and addressed the group on the history of 
the College and the great privilege and re- 
sponsibility of membership. Sao Joao da 
Boa Vista has an excellent hospital, with 
150 beds. 


Brazilian Section Honored by Gift 


A magnificent mobile surgical unit, al- 
most a rolling hospital, has been presented 
to the Brazilian Section of the Interna- 
tional College of Surgeons by the Order of 
Malta, a historic religious society of noble- 
men. On August 5, at 4 p.m. on the Ver- 
milion Beach of Rio de Janeiro, the formal 
presentation was made and the remark- 
able mobile unit solemnly dedicated to 
Brazil by Prince Olgierd Czartoryski and 
the Chancellor of the Order, Major Gabriel 
Apor Altorja. Among those present were 
Pedro Calmon, Rector of the University 
of Brazil; Prof. Aloysio de Castro of the 
National Academy of Letters; Mr. Alfredo 
Jurztkowski, President of the Company 
Mercedes Benz of Brazil; Marshal 
Emmanuel Marques Porto, Regional Presi- 
dent of the Regional of Rio de Janeiro; Dr. 
Bernardo Moreira Garcez, Regional Secre- 
tary-Treasurer of Rio de Janeiro; Dr. 
Nelson de Sa Earp, Regional President of 
Petropolis, and many other members from 
Rio de Janeiro, Niteroi and Petropolis. 
From Sao Paulo were present all the Di- 
rectors of the Brazilian Section; Dr. José 
Avelino Chaves, President; Dr. Waldyr da 
Silva Prado, Secretary; Dr. José Maria 
Cabello Campos, Treasurer; Prof. Regi 
Carlos Gama, Vice-President of the Inter- 
national College of Surgeons and General 
Secretary for South America; Dr. Joao 
de Oliveira Mattos, Fellow of the Brazilian 
Section, and other members of the Bra- 
zilian Section. 

All Members of the Board of Trustees, 
the patrons and directors of the Regional 
Divisions in Brazil were invited. 

The great motor vehicle contains an 
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operating room and a sterilization room 
and is equipped with air conditioning and 
a power generator. Entirely maneuver- 
able despite its enormous size, the unit can 
be put into immediate circulation in both 
urban and rural districts. It is to be used 
for emergency relief in cases of disaster 
and to bring complete modern surgical 
equipment to unequipped localities. 

The presentation was accompanied and 
followed by suitable ceremonies and com- 
memorative expressions of gratitude, as 
well as with delightful festivities in cele- 
bration. The Chancellor of the Order, 
Major Gabriel Apor Altorja, and Prince 
Olgierd Czartoryski being on an official 
visit to the Government of the State of 
Sao Paulo, the directorate of the Brazilian 
Section welcomed them with a dinner on 
the 9th at the Sao Paulo Automobile Club. 
Besides these guests, Marshal M. Porto, 
Prof. Ernesto Leme, Rector of the Uni- 
versity of Sao Paulo, Commenders of the 
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Order of Sao Paulo, Dr. Bernardo Moreir:; 
Garcez, and Members of the Directorat> 
of the Brazilian Section were presen‘. 
Prof. Carlos Gama, of the Brazilian Sec- 
tion, spoke and the Chancellor answerec , 
greeting the representatives of the Bra- 
zilian Section Directorate. 

The new surgical ambulance will be sen: 
to Sao Paulo and later to Ceritiba, State 
of Parafia, in order that it may be ex- 
hibited at the next Congress (October 5 
to 9). 

The Brazilian Section is deeply sensible 
of the honor of being selected as the most 
suitable group to receive so valuable a 
gift. As an integral part of an interna- 
tional organization, with representatives 
in practically all the capitals of its native 
country, and as an organization devoted 
entirely to surgery, the Section believes 
that it can well meet the responsibilities 
entailed. 


Mobile surgical unit presented to the Brazilian Section of the International College of Surgeons by the 
Knights of Malta. 
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Interior of mobile surgical unit presented to the Brazilian Section of 
the International College of Surgeons. 


Course on Varices 


An intensive course on the surgical 
treatment of varices was held by the Re- 
gional Division of Alta Aquarense (Dr. 
Synesio de Mello Oliveira, President) in 
Sa6 José do Rio Preto June 12 to 15, under 
the sponsorship of the Brazilian Section. 
Prof. Dr. Mario Degni, Fellow of the Bra- 
zilian Section and free docent of the Fac- 
ulty of Medicine of Sao Paulo and Chair- 
man of the Faculty of Medicine of Porte 
Alegre, with the assistance of Drs. Walter 
Lenfranchi and Paval Nunes, undertook 
the instruction. 

The course was given at the Hospital 
Santa Casa of Sao Jose do Rio Preto and 
dealt with practical theory and surgical 
demonstrations on (1) vascular anatomic 


structure of the leg, (2) physiologic and 
physiopathologic aspects of leg varices, 
(3) pathogenesis of varices and their ana- 
tompathologic characteristics, (4) clinical 
studies and (5) surgical treatment. 

The closing session of the course was 
held at the headquarters of the Medical- 
Surgical Society of Sad Jose do Rio Preto 
and was combined with addresses by vari- 
ous dignitaries, including Dr. José Avelino 
Chaves, President of the Brazilian Section. 
Guests in this occasion also included many 
local residents and their families. In addi- 
tion, a banquet was given in honor of Prof. 
Degni, who conducted the course, and Dr. 
José Avelino Chaves. Dr. Synesio de Mello 
Oliveira, Regional President, greeted the 
guests and thanked them for their attend- 
ance and participation. 
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Course in Thoracic Surgery 


With the collaboration of the Ministers 
of Education and the Faculty of Medical 
Science of the University of Buenos Aires, 
an intensive course in thoracic surgery 
was given in that city from August 31 to 
September 5, as follows: 


Cardiovascular Surgery August 31 
Profs. Pedro Cossio, Isaac Berconsky, 
Blas Moia, Ricardo Dambrosi, Leon de 
Soldati, Alfonso Albanese, Jorge A. 
Taiana and Sabino di Rienzo. 


Surgical Treatment of 

Tuberculosis September 1 
Profs. Leonardo L. Dobric, Jorge A. 
Galarce, Fernando Médici, Herman 
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Aguilar, José F. Verna, Jorge A. Taian: 
and Jorge Gonzalez Videla. 


Hydatid Cyst of the Lung 

and Bronchiectasis September 2 
Prof. Diego Fernandez Luna, Prof. Jorg: 
A. Taiana, Dr. Carlos Reussi, Dr. 
Roberto Vollenweider, Prof. Frederico 
Arrighi and Prof. Rodolfo Q. Pascualini. 


Cancer of the Lung September 3 
Dr. Moisés Polak, Dr. Alvaro Bence, 
Prof. Oscar Ivanissevich, Prof. Jorge A. 
Taiana and Prof. Jorge B. Ferradas. 


Esophageal Surgery September 4 
Prof. Guillermo Belleville, Dr. Manuel 
Ramos Mejia, Dr. Victorino D’Alotto, 
Prof. Roberto C. Ferrari, Prof. Abel 
Canoénico, Prof. Rodolfo Dassen, Prof. 
Tomas Pinero and Prof. José M. Urrutia. 


Dinner given for dignitaries representing the Order of Malta, which 
presented the Brazilian Section with mobile surgical unit. 
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Course on Surgery of Varices. 


Surgery of the Mammary 

Gland September 5 
Profs. Augusto Wybert and Anibal 
Lemos Ibanez. 


Operative Sessions Daily 
Prof. Jorge A. Taiana and collaborators. 


Demonstration of Pathologic Anatomy 
Prof. Diego Fernandez Luna and Dr. 
Moisés Polak. 


Demonstration of Pulmonary Physiology 
Dr. Juan Filler. 


Demonstration of Bronchoesophagoscopy 
Dr. Honorario Nardelli. 


Demonstration of Electrocardiography 
Prof. Jorge Gonzalez Videla and Drs. 
Leonardo O. Chait and Carlos Nijensohn. 


The course was well attended and highly 
successful. 
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French Section 


The French Section of the International the University of Bordeaux (Prof. Port- 
College of Surgeons offers the following mann, Dean) by the instructors listed in 
Post-Graduate Courses to be presented at ‘this column: 


Surgical Anatomy Prof. Dufour 
Anesthesiology Dr. Bahuet 


Cancer Surgery and Curietherapy (Institut 
Bergonié) Prof. Lachapéle 


Prof. Wangermez 
Prof. Darget 

Dr. Auché 

Dr. F. Laporte 


Cardiovascular Surgery (Wilson Clinic) Dr. Dubourg 


Gastrointestinal Surgery Prof. Villar 
Dr. Dubourg 


Gynecology and Obstetrics Prof. Magendie 
Prof. Mahon 


Dr. Darmaillacq 


Thoracic and Pulmonary Surgery Prof. Laumonier 
Prof. Magendie 
Dr. Dubourg 


General Surgery (Hopital Tastet-Girard) Prof. Massé 


(Vascular Surgery) 


General Surgery (Hopital St. André) Prof. Papin 
Prof. Laumonier 
Assitants: 
Prof. Depaulis 


(Thoracic and Pulmonary 
Surgery) 


Dr. H. Pouyanne 


(Neurosurgery ) 


Urology (Hopital du Tondu) Prof. Darget 
Prof. Lange 
Assitants: 
Dr, Ballanger 
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Orthopedics (Hopital Bagatelle—Ho6pital des 


Otorhinolaryngology (Hopital du Tondu) Prof. Portmann 


(Hopital des Enfants) .................. Prof. Despons 


Ophthalmic Surgery (Hopital St. André) Prof. Beauvieux 


Prof. Bessieres 


NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 


The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 
Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of Sao Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commem- 
orative activities of Sao Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 
address below. 


—Prof. Dr. Carlos Gama, Secretariat, Praca Ramos de Azevedo, 7° 
Andar, Sala 710, Sado Paulo, Brazil. 


Organizing Commission 


Carlos Gama Emanuel Marques Porto Pedro Falcao 

José Avelino Chaves Lucas M. Machado Membros Brasieiros 
Oscar Cintra Gordinho José Médicis do “Board of Trustees” 
Eurieo Branco Ribeiro Fernando Luz Filho J. M. Cabello Campos 
Rodolpho de Freitas Benjamin Rocha Sales Tesoureiro do 


A. C. Vincente Azevedo Elpidio V. Cannabrava Capitulo Brasileiro 
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Peruvian Section 


One of the most spectacular surgical 
achievements of the century was a recent 
brain operation performed with instru- 
ments and technics two thousand years 
old. Prof. Drs. Francisco Grafa, F.I.C.S. 
(Hon.), and Esteban Rocca, by this daring 
procedure, restored the power of speech to 
a patient deprived of it by a tumor of the 
brain. 

The instruments, used by the Incas 
twenty centuries ago, were obtained from 
an anthropological museum in Lima. They 
included chisels and scalpels made of a 
silver-copper-iron alloy, as well as an an- 
cient tourniquet. The use of this tourni- 
quet is believed by Drs. Grana and Rocca 
to have enabled them to perform an almost 
bloodless operation, a remarkable thing in 
itself considering the field of operation. 
The tumor, which had resulted from trau- 
ma, was successfully removed; there were 
no untoward postoperative effects or com- 
plications, and the patient recovered his 
specch and left the hospital in excellent 
condition. The operation lasted only four- 
teen minutes. 

Prof. Grafia’s account of the operation 
is as follows: 

“In these conditions, we operated on an 


individual who had a brain tumor and w:s 
unable to speak. We used a tourniquet an | 
Inca instruments with very good results. 

“We arrived at the dura mater (men:- 
brane inclosing the brain) and proceeded 
to eliminate the tumor. 

“The patient recovered in a few days 
and left the hospital entirely cured.” 

An operation with similar instruments 
was performed by two other Peruvian sur- 
geons in 1944, but complications followed 
and the patient died. Interest in the Incas’ 
surgical technics is strong, since it is well 
known to medical men that highly skilled 
brain surgeons existed among them. Drs. 
Grana and Rocca have studied many an- 
cient skulls, as well as all available docu- 
ments on the subject, with a view to work 
on their forthcoming book Pre-Columbus 
Surgery in Peru. 

Prof. Grafa is not only an honorary 
member but a Past President of the Inter- 
national College of Surgeons and was the 
subject of the Pen Portrait in our last 
issue. He presided at the Congress in 
Rome in 1950. Dr. Rocca is a young sur- 
geon who presided at the Peruvian Surgery 
Congress in Lima early this year. 


Spanish Section 


Prof. Dr. José Soler-Roig, F.I.C.S., 
eminent Spanish surgeon and Vice-Presi- 
dent of the Spanish Section of the Inter- 
national College of Surgeons, was awarded 
the National Prize in August of this year 
for his new and brilliant work on esophag- 
eal surgery. This is one of the most 
coveted distinctions Spain has to offer. 


Those who attended last year’s memorable 
Congress in Madrid will remember Dr. 
Soler-Roig, who took so prominent a part 
in making the occasion what it was, and 
will add their personal acclaim to the 
hearty congratulations accorded him by 
the officers and members of the Interna- 
tional College of Surgeons. 


General News Notes 


New Emergency Surgical Department: 
“he Hopital Boucicaut of Paris now has 
\00 beds and a special emergency depart- 
nent equipped to deal with all the surgical 
‘mergencies of at least one-fourth of the 
ity. This hospital, created by the will of 
\Ime. Boucicaut in 1887, is under the di- 
ection of the Assistance Publique de Paris. 

The new emergency department includes 
. receiving pavilion with a “night group” 
of 15 beds. All emergency patients brought 
‘n after 7 p.m. are received there and 
eared for by the surgical team on duty. 
There is also a hospitalization pavilion of 
30 beds, where an efficient operating group 
has just been put into service. The initial 
operation was performed before a delega- 


Aseptic operating room in new emergency unit of the Hopital Boucicant, 
Paris. 


tion of the International College of Sur- 
geons, headed by Dr. Max Thorek. 

This new operating group has been con- 
ceived on the most modern lines. The 
premises have been arrayed in a series 
of rooms communicating with each other, 
thus doing away with passages and hall- 
ways which hitherto had taken up a great 
deal of space. Traffic is one-way, without 
loss of time or interference. 

In order to ensure maximum efficiency 
and easy supervision, glass has been used 
wherever possible in all its forms. Thus, 
in the sterile room, while washing his 
hands and getting ready, the surgeon is 
able, through glass partitions and doors, 
to check on the two anesthesia rooms and 
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Control panel for dome of 61 searchlights, Hopital 
Boucicant, Paris (see text). 


the two operating theatres. In the same 
way, while operating, he can, by a mere 
gesture, ask for the equipment he needs, 
without any of his assistants having to 
leave the theater. 
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The emergency patient, on entrance, i 

received in the antechamber for therma’ 
insulation. He is then taken to one of th: 
anesthesia rooms equipped with specia 
taps for the supply of gases (oxygen an 
nitrous oxide), which come from a centra’ 
distributing source, with a central vacuun: 
intake enabling the anesthetist to mak 
the necessary aspirations. The surgeon 
ready to operate, enters the operating 
theatre through a glass door, the brake 
system of which eliminates all danger of 
sepsis. The surgical team alone will occupy 
the theatre, since, thanks to the arrange- 
ment adopted, doctors, students and nurses 
have observation galleries, easily accessi- 
ble from outside, on the first floor, from 
which, through the portholes in the light- 
ing cupolas, they can follow the operation. 
Once the operation is finished, the patient 
is taken directly back to his bed through 
a special exit door, by-passing the next pa- 
tient in the anesthesia room. 

The equipment has been especially 
adapted to meet all requirements. The 
following are specially noteworthy. The 
controls of the operating table, designed 
by Dr. Marcel Thalheimer, are grouped at 
the head. There is a movable block (kid- 
ney rest) that can be displaced along the 
table (from the neck to the lumbar re- 
gion), as well as vertically. The anesthe- 
tist’s stand and the ligature stand have 
been especially designed for this new oper- 
ating group. 

Anesthesia Rooms 

Each of the anesthesia rooms is lighted 
by means of a small movable projector, 
which allows illumination of the controls 
of the anesthetic apparatus yet leaves the 
patient in the semidarkness favorable to 
the beginning of narcosis. 

The supply taps in the theaters and 
rooms are identified, according to the na- 
ture of the gas, by colored shoulders. They 
are quick-acting, with check valves, and 
enable the anesthetic apparatus to be con- 
nected up instantaneously by means of 
flexible rubber tubing. The taps are fitted 
with safety plugs with forks, the number 
varying according tothe gases; this rules 
out the possibility of a mistake. 


SSS 
toa 
88 


VOL. XX, NO. 5 


Operating Theaters 

The two symmetric operating theaters 
are fitted with a new device, the lighted 
cupola of 61 searchlights devised by M. 
Blin, engineer of the Assistance Publique 
de Paris (see illustration and explanatory 
‘egend). 

The equipment of the operating theaters 
has been designed to achieve the following 
threefold result: (1) to reduce the neces- 
sary apparatus in the theater to the great- 
est possible extent, (2) to offer the surgeon 
and his assistants the maximum conven- 
ience in use and (3) to facilitate asepsis. 

In order to achieve this result, all the 
controls have been grouped in a fixed ter- 
minal. This terminal groups on its four 
sides the supply taps for the anesthetic 
gases and for the vacuum, the switch for 
the electric knife, power and light, earth, 
cauterizer and frontal lamp currents. The 
upper part of the terminal is reserved for 
the combiner of the operative lighting, 
while one of the sides carries the lever for 
regulating the supply voltage for this 
lighting. During the operation the assist- 
ants come and go around the terminal 
without running the risk of catching their 
feet in pipes or electric wires. 

The theaters are therefore cleared of 
(1) the oxygen and protoxide of nitrogen 
cylinders, which are mounted in the base- 
ment; (2) the electropump vacuum gen- 
erator group; (3) the diathermic knife 
which is no longer transported; it remains 
outside the theater without being manipu- 
lated through (it is common to two 
theaters), a reverse switch enabling it to 
be used as desired; and (4) the high fre- 
quency current generator, which has been 
removed to the sterilization room and sup- 
plies the switches of the electro-knife to 
the two theaters by means of coaxial 
cables, protected by a nitrogen current to 
avoid explosions. Built-in negatoscopes, 


with luminescent tubes complete the equip- 
ment of the theaters. 

Through a special exit the soiled equip- 
ment is transported to a room fitted up 
for cleaning, washing and boiling. This 
room is separated by a glass partition from 
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the room where the sterilized equipment 
is collected. 
Sterilization 

In this part of the premises the cleaning 
of instruments is carried out in full light. 
A process of sterilization under canvas and 
paper assures absolute sterility. 

Dressings and instruments are sterilized 
in a sterilization cabinet with two doors, 
so that the dressings and instruments to 
be sterilized can be placed in it on the 
side of the cleaning room and removed 
from it on the side of the sterile room. The 
apparatus, forming a block with stain- 
less walls, comprises a horizontal auto- 
clave 50 cm. in diameter, a “Poupinel” and 
a linen heater. 

Water for the scrubbing room is steri- 
lized by means of two sterilizers placed on 
the upper floor. Sterile water is distrib- 
uted by gravity to three groups of two 
washbasins each; 2 groups for the aseptic 
theaters and 1 group for the septic theater. 

Sterilization of the operating theaters 
is insured by two methods, which can be 
used jointly or separately: 

(a) The insufflated air coming from 
the conditioning units is filtered bacterio- 
logically and is strictly sterile. Ventila- 
tion with filtered air thus causes a dilution 
and therefore a reduction in the number 
of germs preexisting in the theater. 

(b) By means of an aerosol generator, 
controlled from the operating theater and 
placed in the observation gallery, an anti- 
septic vapor can be mixed with the in- 
sufflated air. Tests made with the aid of 
a colored indicator mixed with the insuf- 
flated air have shown that the aerosols 
spread rapidly throughout the theater. 


Radiology Room 

The radiology room is coupled with one 
of the aseptic operating theaters specially 
provided with a double-top Plexiglas 
operating table, which is permeable to 
roentgen rays and permits the taking of 
operative films. Between these two rooms 
is the developing laboratory, very small 
but very up-to-date. 

The radiology room has been carefully 
and skillfully designed and installed. It 


contains a modern 2-Kenotron set and a 
surgical table specially designed by Dr. 
Marcel Thalheimer, allowing both the 
radiologist and the surgeon complete 
freedom of action. This table is retracta- 
ble; in the case of fractures, which play 
such a large part in an Emergency Service, 
it can be replaced by an orthopedic device 
that facilitates roentgen procedures. The 
result of all this is quick diagnosis, precis2 
operative control and easier work for the 
surgeon. 

This table is fastened to the ceiling and 
floor of the room by means of two vertical 
masts, one of them fixed and the other 
jointed to the ceiling. It is completely 
adjustable. 

The orthopedic appliances, which can be 
suspended from the table placed in its 
highest position, comprise back support 
with head rest, (1) Plexiglas pelvic sup- 
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port and (2) variable pitch traction bar:. 

The table leg has been done away with., 
the X-Ray bulb can be placed at any poin: 
above or beneath this table, and, further- 
more, the surgeon is ensured complete 
freedom of movement. 

In case of a current breakdown, the 
various electrically controlled operations 
can be effected by hand by means of two 
detachable hand wheels. 


Mexican Academy of Surgery: Dr. 
Manuel A. Manzanilla, F.I.C.S., reports 
that the Mexican Academy of Surgery 
celebrated its twentieth anniversary on 
June 8, 9 and 10 of this year, in the Bolivar 
Amphitheatre of the renowned Mexican 
National University under the sponsor- 
ship of Don Adolfo Ruiz Cortinez, Presi- 
dent of the Republic. 

The Academy was founded according to 
an act of Jan. 13, 1933, and was solemnly 
inaugurated on June 10. 

The first meeting of the Directors’ Com- 
mittee took place on February 24, and on 
March 3 the constitution and by-laws were 
approved. On March 17 the official robes 
and insignia of the organization were 
adopted. 

On June 16 the first scientific assembly 
was held. Beginning on October 13, weekly 
scientific sessions continued the work so 
well begun. The first issue of the Acade- 
my’s bulletin, Surgery and Surgeons, was 
published in August, under the direction 
of José Aguilar Alvarez. It has appeared 
regularly since that time and has made 
notable contributions to the literature. The 
first national academic correspondents 
were admitted between December 8 and 
December 29, and the first foreign acade- 
my correspondents in 1934 and thereafter. 
The pressure of organizational work dur- 
ing the first two years was so intense that 
the first General Assembly was postponed 
until 1935, in which year also was initi- 
ated the active participation of the Acade- 
my in international meetings. The ritual 
instituted in 1935 for the induction of 
members, the official robes, insignia, etc., 
has been virtually unchanged from the 


original. 
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In these two decades the Academy has 
¢ithered to itself many honors and the 
: itisfying memory of many achievements. 


The climax of the birthday celebration 
i. the Boliver Amphitheater on July 10 
( this year was a proud occasion for its 
i unders, members and friends, including 
tie Internationa] College of Surgeons. 
. mong those present were the University 
 irectors, representatives of the President 
.’ the Republic and the Diplomatic Serv- 
-eand many dignitaries in the academic, 
-cientific and professional fields. 

The interest of the Mexican Govern- 
vient in the Academy is profound, based 
«8 itis upon the realization of the national 
value of such an institution. 


Annual Award for Motion Pictures: 
The distinguished French journal, La 
Presse Medicale, awards a yearly prize of 
100,000 francs for the best medical motion 
picture. Only amateur, unpublished films, 
not subsidized and not produced by any 
firm or laboratory, are eligible. The award 
may be divided if the jury deems proper. 
In March 1954 it will be made, as in 1952 
and 1953, during the last session of the 
course “actualities medico-chirurgicales” 
at the Faculte de Medecine de Paris. 

The jury will consider the teaching value 
of the films as well as their cinematograph- 
ic quality. There is no restriction as to 
the type of film, which may or may not be 
accompanied with sound and may be either 
in color or in black and white. Only 16 
mm. films are eligible. 

Owing to the success of this competition 
last year and in order to avoid a late influx 
of applications, films should be sent as soon 
as possible. Special instructions will be 
given with regard to their dispatch. All 
films should reach Paris before March 
1954. The deadline is March 8, 1954. 


Essay Competition in Turin: The Gen- 
eral Secretary of the Academy of Medi- 
cine of Turin, Prof. Dr. Angelo Allodi, 
announces a competition for the first 
“Saint Vincent Prize for Medical Sciences” 
of Lit. 7.500.000 founded by the Regional 
Administration of the Valley of Aosta and 
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by the SITAV of Saint Vincent for the 
purpose of promoting the development of 
scientific researches in the medical field. 


The conditions are as follows: 

1. The prize will be granted for an essay, 
or group of essays, printed, dealing 
with a single subject related to a med- 
ical branch and representing note- 
worthy progress in the knowledge of 
the matter investigated. Said essays 
must have been published after 1950 
and must reach the Academy of Medi- 
cine in Turin—Via Po, 18—not later 
than December 31, 1953. 

2. The essays must have been published 
in one of the following languages: Ital- 
ian, Latin, French, English, Spanish, 
Portuguese or German. 

3. The essays must be forwarded to the 
Academy by registered letter, in five 
copies, two of which shall remain the 
property of the Academy. 

4. The competitors are requested to en- 
close with their essays a summary in 
Italian or French concerning the sub- 
stance as well as the original and con- 
cluding parts of the subject matter. 

5. The proclamation of the winner shall 
take place at Saint Vincent, Valley of 
Aosta, on June 1954 at a meeting spon- 
sored by the Academy of Medicine and 
on a day to be prefixed. 


Medical Writers’ Award Regulations 
Changed: At the Tenth Annual Meeting 
of the American Medical Writers’ Asso- 
ciation, Springfield, Illinois, Sept. 23, 1953, 
new regulations were adopted for the Asso- 
ciation Journalism Awards. These Awards 
are given annually by the Association to 
United States and Canadian medical peri- 
odicals as a result of a gift by Harold 
Swanberg, M.D., Secretary of the Associa- 
tion. The new regulations divide medical 
periodicals into six classifications, with an 
award for each classification, which in- 
cludes general medical periodicals, spe- 
cialty journals, city or county medical so- 
ciety bulletins, and the free journals of 
pharmaceutical houses, publishing houses 
and related companies. The awards are 
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akin to the Pulitzer Prizes in Journalism 
given to newspapers by Columbia Univer- 
sity, and nominations are conducted in a 
similar manner. The same Review Com- 
mittee of the Association which served last 
year will again function in 1954—Morris 
Fishbein, M.D., Chairman; Dean F. Smiley, 
M.D., Chicago, and Richard M. Hewitt, 
M.D., Rochester, Minnesota. Nominations 
for the 1954 Awards must be received by 
Feb. 1, 1954. Regulations and nominating 
forms may be obtained from the Secretary, 
Harold Swanberg, M.D., W.C.U. Bldg., 
Quincy, Illinois. Acclaiming good medical 
journalism encourages the chief object of 
the Association — “to help maintain and 
advance high standards of medical litera- 
ture.” 


Excerpta Medica Publishes New Section 
on Cancer: With the aid of grants author- 
ized by the National Cancer Institute of 
the Public Health Service and the Ameri- 
can Cancer Society, Inc., Excerpta Medica 
is adding a sixteenth section of abstracts 
to its monthly output. The new Cancer 
section is expected to contain 700 to 800 
pages of informative abstracts per year, 
including a monthly index of authors and 
a classified subject and author index in 
completion of each yearly volume. The 

subscription rate for Volume, which will 

consist of 6 monthly issues from July to 
December 1953, is $5.00 (or the equiva- 
lent in local currency). Volume II (1954) 
and succeeding volumes which will consist 
of 12 monthly issues, will be priced at 
$10.00 a year. 


The Association of Honduranian Sur- 
geons was formed recently in Tegucigalpa, 
Honduras. The officers elected were: 


President 
Dr. Ramon Larios Contreras 


Secretary 
Dr. Virgilio Banegas M. 


Assistant Secretary 
Dr. Salomén Munguia Alonzo 


Treasurer 
Dr. J. Napoleon Alcerro 
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Regents 

Dr. César A. Zuniga 

Dr. José G6mez Marquex Gironés 
Dr. Angel D. Vargas 


Other Officers 

Dr. Ramon Alcerro Castro 
Dr. Manuel Castillo Barahona 
Dr. Cornélio Corrales 

Dr. José Ramén Duron 

Dr. José T. Mendoza 

Dr. Roberto Lazarus 

Dr. Octavio Vallecillo 

Dr. Gustavo Adolfo Zuniga 
Dr. J. Ramon Pereira 

Dr. Alejandro Ziniga L 

Dr. Oscar Aguiluz 

Dr. Abelardo Pineda Ugarte 
Dr. J. Adan Cueva 

Dr. Carlos Antonio Delgado 
Dr. Luis Samra 

Dr. Roberto Gémez Robelo 
Dr. Efrain Ochéa Reina 


Dr. W. W. Bauer and Dr. Julius Jensen 
Honored: Dr. W. W. Bauer of Chicago, 
internationally known health educator, has 
been honored as recipient of the 1953 
Honor Award given by the American Med- 
ical Writers’ Association. Dr. Bauer is 
editor of Today’s Health and director of 
the Bureau of Health Education of the 
American Medical Association. He has 
been a prolific contributor in the field of 
health education by means of radio, tele- 
vision, newspapers, popular and medical 
journals, public and medical meetings, etc. 
The Honor Award is given from time to 
time “to a non-member of the Association 
who has made distinguished contributions 
to medical literature.” 

Dr. Julius Jensen of St. Louis, nation- 
ally known cardiologist, has been honorec 
as recipient of the 1953 Distinguishec 
Service Award given by the Americar 
Medical Writers’ Association. Dr. Jense: 
is the President-Elect of the Missour 
Heart Association, a former Professor a 
Washington University School of Medi 
cine, Past-President of the American Med 
ical Writers’ Association, and the autho: 
of several books and numerous scientifi: 
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a:ticles. The Distinguished Service Award 
given annually to a member of the As- 
ciation, “who has made distinguished 
ontributions to medical literature or ren- 
red unusual and distinguished service 
. the medical profession.” 

The awards, comprising plaques and 
ld medals, were presented to Dr. Bauer 
id Dr. Jensen by the President of the 
ssociation, at the dinner meeting on the 
.-casion of the 10th annual meeting of the 
_ ssociation at the Abraham Lincoln Hotel, 
pringfield, Illinois, September 23. 


The American Goiter Association again 

fers the Van Meter Prize Award of $300 
sad two honorable mentions for the best 
_ssays submitted concerning original work 
on problems related to the thyroid gland. 
The award will be made at the annual 
meeting of the Association tentatively 
scheduled to be held in Boston, Massachu- 
setts, from April 29 to May 1, 1954. 


The competing essays may cover either 
clinical or research investigations. They 
should not exceed 3,000 words and must 
be in English. Two typewritten double 
spaced copies should be sent to the Corre- 
sponding Secretary, Dr. John C. McClin- 
tock, 14914 Washington Avenue, Albany 
10, New York, not later than Jan. 15, 1954. 

The author of the prize award essay 
will be given the privilege of presenting 
his paper at the annual meeting of the As- 
sociation and it will be published in the 
annual proceedings. 


Th 


& 


1954 Cancer Seminar: The Arizona Di- 
vision of the American Cancer Society has 
issued a tentative program for its 1954 
Seminar on Cancer, which will be held at 
Paradise Inn in Phoenix on January 14, 
15 and 16. The following topics are pro- 
posed: Recent Advances in Cancer Thera- 
py, Neoplasms of the Central Nervous Sys- 
tem, Carcinoma of the Cervix, Carcinoma 
of the Breast, Exfoliative Cytology, Sur- 
gical Relief of Intractable Pain, Carcinoma 
of the Lung, Trends in Cancer Research, 
Leukemia and Lymphomas, and Tumors of 
Childhood. These are all planned as panel 
discussions. 


GENERAL NEWS NOTES 


Eaton Laboratories Report: A new re- 
search building at Norwich, New York, 
will provide Eaton Laboratories, Inc., with 
additional facilities for advanced chemical 
and pharmaceutical investigations in the 
fields of human and veterinary medicine. 
Including the most modern equipment for 
a staff of 100 scientists, the total cost 
of the project will be approximately 
$1,500,000. The single-story, steel-frame 
structure will be erected adjacent to the 
company’s three-year-old chemical plant 
north of Norwich and will contain 50,000 
square feet of operating space. Construc- 
tion is expected to be completed by Novem- 
ber 1, 1954. 

It is noted also that Furadantin® (nitro- 
furantoin, Eaton), the new antibacterial 
nitrofuran developed specifically for urin- 
ary tract infections, has been accepted by 
the Council on Pharmacy and Chemistry of 
the American Medical Association, which 
states that the drug “exhibits a wide spec- 
trum of antibacterial activity against both 
gram-positive and gram-negative micro- 
organisms.” 

The N.N.R. monograph reports that 
Furadantin “is useful by oral administra- 
tion for the treatment of bacterial infec- 
tions of the urinary tract and is indicated 
in pyelonephritis, pyelitis, and cystitis 
caused by bacteria sensitive to the drug.” 

The drug is credited with a low toxicity, 
and the Council observes that the nausea 
and emesis occasionally noted “may be ob- 
viated by slight reduction in dosage.” The 
monograph states that “bacterial resist- 
ance to other anti-infective agents is not 
usually accompanied by increase in resist- 
ance of the organisms to nitrofurantoin.” 


In addition, a large group of synthetic 
chemicals that offer possibilities as re- 
agents, solvents or as intermediates in the 
manufacture of other chemicals and phar- 
maceuticals is being made available for 
research and experimental purposes by 
these laboratories. The new chemicals, 
many of which have never previously been 
available, include some sixty derivatives of 
nitrofuran, furan and hydrazine, selected 
from more than five hundred compounds 
synthesized by Eaton. 
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Many of the nitrofurans, whose anti- 
microbial properties were discovered in 
1939 at Eaton Laboratories and which 
have subsequently displayed marked activ- 
ity against bacteria, fungi, protozoa and 
enzymes, are now generally available for 
the first time. 


Seventeenth International Congress of 
Ophthalmology: The International Council 
of Ophthalmology on June 20 extended the 
scope of the Twelfth International Con- 
gress of Ophthalmology, which was sched- 
uled to be held in New York in September 
1954. In addition to the program already 
arranged for the New York meeting there 
will be a two-day session in Montreal, Can- 
ada, on Friday and Saturday, September 
10 and 11. The Congress will reconvene in 
New York on Monday, September 13, and 
continue through Friday, September 17. 
The registration fee will cover both the 
Montreal and the New York sessions. 


Details of the two meetings have not 
been fully developed and will be announced 
later. Preliminary announcements, includ- 
ing forms for registration, for travel and 
hotel reservations and for submitting con- 
tributions to the program have been mailed 
to all ophthalmologists in the world whose 
addresses were obtained. These applica- 
tions should be completed as soon as pos- 
sible, particularly by applicants from over- 
seas. Foreign guests who expect to attend 
both the Montreal and the New York ses- 
sions should apply now for a United States 
visa as well as a Canadian one. 


Advance registration and the adminis- 
trative affairs of the Congress will be han- 
dled through the office of the Secretary 
General, Dr. William L. Benedict, 100 
First Avenue Building, Rochester, Minne- 
sota. There will, of course, be close liaison 
between the Canadian and the United 
States organizations. 

The extension of the Congress will add 
lustre and importance to what already 
gives promise of being one of the most 
stimulating of international medical gath- 
erings. It means that the ophthalmologists 
of Canada join those of the United States 
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in acting as hosts to colleagues from : |] 
parts of the world. 


American Journal of Surgery Honore:: 
The American Journal of Surgery, esta »- 
lished in 1891, internationally known, inc »- 
pendent monthly publication, has be n 
honored as recipient of the first Hon or 
Award for Distinguished Service in Meci- 
cal Journalism to be given by the Americin 
Medical Writers’ Association. The award, 
consisting of a plaque, was presented to 
the editor, Dr. Thurston Scott Welton of 
Brooklyn, N. Y., Emeritus Professor of 
Clinical Obstetrics and Gynecology, State 
University of New York. The presenta- 
tion was made by the President of the As- 
sociation on the occasion of the tenth an- 
nual meeting of the Association at the 
Abraham Lincoln Hotel, Springfield, Illi- 
nois, September 23. The award is presented 
annually “for accuracy, clarity, concise- 
ness and newness of information in arti- 
cles, editorials and other material; for 
excellence of design, printing and illustra- 
tions, and for distinguished service to the 
medical profession,” rendered by a United 
States or Canadian medical periodical. 


The American Urological Association 
offers an annual award of $1000.00 for 
essays on the result of clinical or labora- 
tory research in urology. First prize will 
be $500.00, second prize, $300.00, and 
third prize, $200.00. The first prize essay 
will appear on the program of the forth- 
coming meeting of the American Urologi- 
cal Association at the Waldorf-Astoria in 
New York City to be held May 31 to June 
3, 1954. 

Competition is open to urologists wh» 
have been in such specific practice for not 
more than ten years and to men trainin: 
to become urologists. 

For further information write the Ex. 
ecutive Secretary, William P. Diduscl 
1120 North Charles Street, Baltimor: 
Maryland. Essays must be received be 
fore February 1, 1954. 


Postgraduate Teaching Fund: The In 
ternational Academy of Proctology an- 
nounces the establishment of a postgradt - 
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ate teaching fund to provide gift subscrip- 
tions to the American Journal of Proctolo- 
¢y to 750 of the largest hospital libraries in 
t is country and abroad. As the American 
Journal of Proctology is the only official 
; octologic journal in the world, these sub- 
--riptions will provide a continuing post- 
, raduate course for interns, residents and 
i ospital attending staffs in all major hos- 
tals. 

As a teaching and educational organiza- 
on, the Academy is pre-eminent in Proc- 
‘ology. The Annual Conventions are liter- 

lly postgraduate courses, and the Journal 
as raised the level of Proctology through- 
the world. 

The International Academy of Proctolo- 
vy recently announced the establishment 
of a Research Fellowship in Proctology 
vith a grant of $1200.00 to the Jersey 
City Medical Center, Jersey City, New 
Jersey. 


International Certificates of Vaccina- 
tion: A revised immunization form re- 
quired for international travel is now 
available, according to the U. S. Public 
Health Service, Department of Health, 
Education and Welfare. However, the old 
certificate will be acceptable in interna- 
tional travel until the expiration date of 
recorded vaccinations. 


The new form, entitled International 
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Certificate of Vaccination, provides the 
travelers with a record of compliance with 
vaccination requirements acceptable to all 
nations governed by the International 
Sanitary Regulations now in effect. It is 
written in both English and French, but 
entries may be made in any language. 
The form contains vaccination certificates 
for smallpox, yellow fever and cholera, as 
well as space to record other immuniza- 
tions. 

After July 14, 1953, copies of the “‘cer- 
tificates” will be distributed with all pass- 
port applications issued by clerks of the 
court in any city and by the passport 
agencies of the State Department in Bos- 
ton, New York City, San Francisco, New 
Orleans, Chicago and Washington, D. C. 
The form may also be obtained from local 
or state health departments or from facili- 
ties of the Public Health Service. The 
Superintendent of Documents, Government 
Printing Office, Washington, D. C., has the 
form on sale for 5c a copy or $2.50 a hun- 
dred. Persons traveling to countries where 
passports are not needed but where immu- 
nization is required may obtain the form 
from these same sources. Travel agencies, 
steamship lines, airlines, and other trans- 
portation companies will be given permis- 
sion to reprint the form upon request to 
the Division of Foreign Quarantine, Pub- 
lic Health Service, Washington, D. C. 
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I X° Congresso 
Colégio Internacional de Cirurgides 


Aviso Aos Membros do Colégio 


A Comiss&o organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo. 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
inconveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizagéo, para a de fevereiro ou margo de 1954, conforme solicitagao de varios ele- 
mentos do grupo norte-americano. 

O IX Congresso do C.I.C. esta sendo planejado para ser uma das mais briliantes 
comemoracoes culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair 4 capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcao de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou marco, 1954, a situagao para 
hospedagem em Sao Paulo para um grande grupo de Congres- 
sistas, é identica a atual, isto é, dificil e deficiente, 
sendo necessario espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que nao possuem 
condigdes minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornarao o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalacgéo de uma Feira Inter- 
nacional de A mostras, no Parque lbirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 
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grande s salées de conferencias serao feitos, para permitir lugares 
adequados & reunides de grandes Assembléas. 

Finalmente, a Comissao organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
le. ras, entrou en entendimentos com sociedades de colecionadores de 
0 quideas, como o Circulo Paulista de Orquido6filos, para que eles desde 
ji preparem suas plantas para florirem justamente em Abril, 1954. 

A Comiss&o organizadora do IX Congresso, lastimando nao poder atender ao pedido 
d. simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em Sao Paulo, cordialmente, em abril de 1954, dese- 
jendo desde ja que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 

1) Experiencias com a Socializagéo da Medicina nos diversos paises. 

2) Novas aquisicées da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratério e) Aparelho Urindrio f) Tubo digestivo g) Ortopedia h) Ginecologia. 

3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os re!atores para os temas oficiais, e eleitos os 
convidados de honra, novos avisos serao feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Siio Paulo, em 
abril de 1954, queiram com antecedencia escrever para 0. 


Prof. Dr. Carlos Gama. 
Praca Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 


José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros dc 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 


José Médicis } Capitulo Brasileiro 


> 
a 
gated 
97 


In Memoriam 


GEORGE CLAUSMAN SHIVERS 


M.S., M.D., F.I.C.S., F.A.C.S. 

A coronary occlusion caused the death 
of Dr. George C. Shivers at 47 years of 
age on April 11, 1953. He was Chief of 
the Department of Surgery and Chief of 
Staff at Bethel General Hospital and a 
member of the staff of St. Francis and 
Glockner-Penrose Hospitals in Colorado 
Springs, Colorado. 

Dr. Shivers, born in Greenville, Missis- 
sippi, attended Colorado College and 
Northwestern University. He received an 
M.D. from the University of Colorado 
School of Medicine in 1930 and served an 
internship at Ancker Hospital in St. Paul, 
Minnesota. He was awarded the prize for 
most outstanding research in Colorado 
when he received an M.S. in Pathology in 
1931 from the University of Colorado 
Graduate School, where he was an instruc- 
tor in Pathology. 

He entered the service in 1941, and as 
Lieutenant Colonel, served as Assistant 
Chief of Surgical Service at Letterman 
General Hospital and as Chief of Surgical 
Service at the 315th General Hospital in 
the Philippines. 

He was recording secretary of the 
American Association for the Study of 
Goiter, a Diplomate of the National Board 
of Medical Examiners, a Fellow of the 
American Medica! Association, a Fellow 
of the International College of Surgeons, 
and a Fellow of the American College of 
Surgeons, treasurer of the Colorado State 
Medical Society, and a member of the 
Southwestern Surgical Association, Sima 
Xi, and the El Paso County Medical So- 
ciety. He was president of the Board of 
Education, a member of the Masonic Or- 
der and Scottish Rite, and a member of 
the Board of Trustees of the First Metho- 
dist Church in Colorado Springs. 


HENRY WALTERS PRACHT 
M.D., A.LC.S. 

Dr. Henry W. Pracht, of Miami Beach, 
Florida, died May 13, 1953, at the age of 
49. 

Dr. Pracht graduated from the Univer- 
sity of West Virginia and obtained his 
M.D. from the University of Pittsburgh in 
1928. He interned and served his resi- 
dency at West Pennsylvania Hospital and 
did further study in clinics at the Univer- 
sity of Pittsburgh, at Johns Hopkins and 
at the University of Pennsylvania, where 
he was an instructor in surgery. 

He was on the surgical staff at St. Mar- 
garet’s Memorial Hospital, at Passavant 
Hospital and at Shadyside Hospital in 
Pittsburgh and was affiliated with the Va- 
riety Children Hospital and Biscayne Hos- 
pital in Miami, Florida. 

Dr. Pracht was recently made an As- 
sociate of the International College of 
Surgeons. He was a Fellow in the Ameri- 
can Medical Association and a member of 
the Dade County Medical Society, of the 
Miamia Beach Physicians’ Society and the 
Florida Industrial Surgeons Association. 


PHILIP SALVATOR BUSICCO 


M.D., F.A.C.S., F.I.C.S. 

Dr. Philip Salvatore Busicco of Engle- 
wood, New Jersey, died on September 10, 
1953, at the age of 53. He was a graduate 
of the New York University and Bellevue 
Hospital Medical School, receiving his 
doctorate in 1925. From 1930 he served 
as attending surgeon on the staff of the 
Englewood Hospital and, from 1947, as 
attending gastroscopist at the Gastre- 
scopic Clinic. His practice was devote:l 
entirely to general surgery. 

Dr. Busicco was a member of the Amer - 
can Medical Association, the New Jerse’ 
State Medical Society, the Bergen Count ° 
Medical Society, the American College «f 
Surgeons and the International College « f 
Surgeons. 
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ELLIOTT HOLDSWORTH HUTCHINS 


M.D., F.A.C.S., F.I.C.S. 

Dr. Elliott Holdsworth Hutchins, promi- 
nent surgeon of Maryland for forty-three 
vears, died on Monday evening, August the 
twenty-fourth at Church Home and Hospi- 
tal in Baltimore. Although seventy-three 
years of age, Dr. Hutchins maintained an 
active practice throughout the State until 
his death. 

He had been for many years a member 
of the Executive Board of Church Home 
and Hospital and of Mercy Hospital, was 
on the faculties of both the Johns Hopkins 
University Medical School, and was a 
founder of the Calvert County Hospital at 
Prince Frederick, Maryland. 

From 1914 until three years ago he was 
a member of the Board of Police Surgeons 
of Baltimore and since 1915 had handled 
liability cases for the Surgical Clinic of 
the New Amsterdam Casualty Company. 

A son of the late Thomas L. Hutchins 
and Annie Mary Hutchins, he was born on 
February the sixth, 1880 on a farm near 
Battle Creek, in Calvert County, and, after 
attending school there, entered St. John’s 
College, Annapolis, from which he gradu- 
ated in 1902 with a Bachelor of Arts de- 
gree and subsequently received a Master 
of Arts degree. 

“In 1906 he took an M.D. degree from the 
Johns Hopkins University Medical School. 
Both there and at St. John’s, Dr. Hutchins 
played on the varsity football teams. 

Dr. Hutchins was a member of the local 
medical societies, the Medical and Chirurg- 
ical Faculty of Maryland, and the Ameri- 
can Medical Association and was a fellow 
of the American College of Surgeons and 
the International College of Surgeons. 

From childhood a member of the Metho- 
dist Church, he was a generous contributor 
to its many enterprises. 

Dr. Hutchins is survived by his wife, the 
former Ernestine Dulaney; four daugh- 
ters, Miss Emmy Lou Dulaney Hutchins, 
Mrs. William Kirk Cresap of Wilmington, 
North Carolina, Mrs. J. Carroll Tulloss, 
and Mrs. Benjamin Talbott Ridgely; five 
grandchildren; a sister, Mrs. I. N. King, 
of Prince Frederick, and a brother, Dr. 


IN MEMORIAM 


Amos Francis Hutchins, of Baltimore and 
Arnold. 


DONALD VICTOR CLARK 


M.D., F.I.C.S. 

Dr. Donald Victor Clark was born in 
Toronto, Ontario, in 1903 and died on — 
September 20, 1953, in Detroit, his city of 
residence. Dr. Clark served from 1939 to 
1947 on the Surgical Staff of Mount 
Carmel Mercy Hospital and on the cour- 
tesy service of the New Grace Southwest 
Branch, with surgical privileges. At Mount 
Carmel Mercy Hospital he was also As- 
sociate Attending Surgeon, Consultant in 
General Surgery, Consultant in Gynecolo- 
gy, and Chairman of the Surgical Section. 
He was a member of the surgical staff of 
the Redford Branch Receiving Hospital, 
the teaching hospital of Wayne University 
Medical School, in 1945 and 1946. 

Dr. Clark was a member of the Ameri- 
can Medical Association, the Michigan 
State Medical Society, the Wayne County 
Medica] Society and the International Col- 
lege of Surgeons. 


HARMON WEST 


M.D., A.I.C.S. 
Dr. Harmon West of Norwood, Penn- 
sylvania, died on September 17, 1953, at 
the age of 67. Dr. West was graduated 
from the Medical] School of the University 
of Pennsylvania in 1915. He did post- 
graduate work at the Cook County Hospi- 
tal Medical School in Chicago and at 
Massachusetts General Hospital in Boston. 
His internship was served at Gouverneur 
Hospital in New York City. In 1917 and 
1918 he was Associate Chief Resident Phy- 
sician at Philadelphia General Hospital. 
Dr. West’s practice was confined largely 
to orthopedics and traumatic surgery. For 
many years he served as pathologist, or- 
thopedist and surgeon at Taylor Hospital, 
Ridley Park, Pennsylvania. He was a mem- 
ber of the American Medical Association 
and of the Pennsylvania State and County 
Medical societies. He was an Associate 
Fellow of the International College of 
Surgeons. 
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SOUTHEASTERN DIVISION 
UNITED STATES SECTION 


INTERNATIONAL COLLEGE OF SURGEONS 


Tennessee, North Carolina, South Carolina, Louisiana, 
Mississippi, Alabama, Georgia, Florida 


REGIONAL MEETING 


JANUARY 29, 30, 1954 
AT 


HOTEL PENNSYLVANIA 


WEST PALM BEACH, FLORIDA 


YOUR HEADQUARTERS and HOST 
IN 
“THE GARDEN SPOT OF THE WORLD” 


Information from 
LLOYD J. NETTO, M.D., F.I.C.S. 
319 Clematis Street, West Palm Beach, Florida 
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de Janeiro, Brazil 
of the S.S. URUGUAY on the ‘ervtse 


INTERNATIONAL COLLEGE OF SURGEONS 
_ NINTH INTERNATIONAL CONGRESS © 


- SAO PAULO, beet APRIL 26 to MAY 2, 1954 


Rio de Janeiro—a city of ‘with, thaltering ons of She mest 
“landlocked harbors in the world. Here, the man made “additions” harmonize with 
the natural beauty. The buildings created by modern architects, the gracefully formed 
mosai¢ sidewalks, fine boulevards along crescent sibss beaches, all serve to of tose 


ee You can see for yourself so k NOW your choice of 


Ss. S."URUGUAY’ — “‘All the way to B. A.” 
day cruise from New York 
April Ist. Minimum. $1550.00 
17 day air tour April 21st... From $1150.00 
27 day air tour April 13th... ...From $1475.00 
27-day air tour April 20th 


PALMER HOUSE. AvEL ~419 SOUTH STATE ST. 


eservarions and inrormartion trom 
| 
j 
Official Travel Representative for the Ninth International Congress 
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